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LETTERS 
TO THE EDITOR 
ED 


Pain Preventive 
Dear Editor: 


For many years I have resorted to a 
method of preventing pain when passing 
any instrument into the rectum, which 
every proctologist should employ. It is 
very simple and consists in injecting an 
ordinary medicine dropper, 1% full of 
10% solution of cocaine muriate, into the 
anal canal and having it remain there for 
ten minutes’ time before instrumentation. 
Strictures can be dilated and many small 
operations performed in the anal canal 
painlessly. I have never seen any un- 
pleasant after-effects from the medication. 
Many new patients when preparing for 


examination, exclaim “Oh! I can never 

stand that painful procedure again!” 
H. W. Soper, M.D., F.A.C.P. 
St. Louis, Missouri 

The use of cocaine hydrochloride (co- 
caine muriate) locally to produce anes- 
thesia preliminary to proctoscopy, de- 
serves further comment. The suggestion 
is excellent, and this technic would be of 
particular value in the presence of anal 
fissure, cryptitis, or other 
painful lesion. 

I have had greater personal experience 
with the use of tetracaine hydrochloride 
in similar fashion. This drug also pro- 
duces excellent surface anesthesia, and is 
—perhaps—somewhat less toxic. 

However, both drugs are occasionally 
very toxic, depending upon the individual 
sensitivity. 

Therefore, the following notes on the 
pharmacology of cocaine hydrochloride 


and tetracaine hydrochloride are included. 
—Concluded cn page 344 


anal ulcer, 
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President’s Page 


“The dogmas of the quiet past are inadequate to the 
stormy present. As our case is new, so must we think anew 
and act anew. We must disenthrall ourselves!” —Lincoun. 


This page is written in Miami where, unofficially, I am representing the membership of 
the International Academy of Proctology at the Southern Medical Association’s 46th 
Annual Session. 

Many fine proctologic papers have been presented. Dr. Newton D. Smith, the President 
of the American Proctologic Society, who was the featured speaker, gave an excellent 
paper entitled, “Proctologic Facts and Observations.” After his delivery, it was a pleasure 
to pay my respects to him as a Fellow-President and talk with him honestly and sincerely 
about the specialty of Proctology. 

I was privileged to join in discussion with Dr. Claude Mentzer of a paper presented 
by Dr. John Cheledem—“Proctology: Twenty Years Ago and Now.” 

As part of the present-day picture—the “Now’—I was happy to discuss the Inter- 
national Academy of Proctology in regard to its contribution to proctologic progress and 
the vast opportunity offered through its many facilities for personal development in 
proctologic practice. 

In this particular discussion, and in many personal conversations with professional 
colleagues and others, I was able to talk about the purposes, objectives, and the provi- 
sions made for their realization and accomplishment. 

I observed that the Academy had long since cast off its “swaddlin’ clothes” and has 
grown so speedily in membership that it is now the largest proctologic organization in 
the world. Likewise, in quality and authority, it is as rapidly becoming most mature! 

In discussion, debate and treatise, the complete freedom of expression afforded; in 
publication of papers, case reports, and other data in its official publication (the American 
Journal of Proctology) the unlimited opportunities made available; in equal respect and 
resource for full and active participation in its affairs (both scientific and executive), 
the privileges and prerogatives to its Fellowship extended by the International Academy 
of Proctology, identify it as not merely distinctive but most unique among Medical 
Societies. 

And sharing equal importance with the above-mentioned qualities is the Academy’s 
program for “teaching and learning.” In addition to many such complimentary and com- 
mendable references, the statement has been made frequently by many physicians, 
including Dr. Lull, Secretary of the American Medical Association, “The International 
Academy of Proctology ‘bridges many gaps in Medicine!’” In support of this premise, 
sufficient stress for the need of “binding together” the knowledge of each separate field 
into such complete understanding of the whole proctologic picture, is demanded so as 
to assure more accurate diagnosis and secure a more comprehensive regime of treatment! 

This program includes: the establishment of a complete library of scientific literature 
pertaining to Proctology and its allied subjects (classified and indexed for reference and 
circulation) ; motion picture film forums, and a repository for films, slides and illustrations 
for circulation; publication, quarterly, of the American Journal of Proctology—containing 





excellent scientific papers on Proctology and allied subjects (edited in sections) , complete 
abstract and book review sections, etc.; scientific sessions and seminars (sectional, national 
and international). In the field of Proctology, these scientific programs in regard to con- 
tent, value and intent, are unparalleled; the parliamentary procedures for presentation, 
discussion and participation are equally incomparable. The doors are always open wide 
to any reputable physician who wishes to attend. “Self-sponsored” in accordance with the 
fundamental principles of “good medicine” and the standards of ethical practice— 
whether or not holding an Academy Fellowship—in so attending, he is welcomed and 
encouraged, equally, to participate as freely and completely in all Academy scientific 
sessions as its Fellows! 

It is an international organization! Though it does not come within the jurisdiction of 
or under the control of the American Medical Association, the Academy not only “bridges 
gaps in Medicine!” As well, it “bridges the ‘Seven Seas’!” It was established upon and is 
maintained according to the rules and regulations of the American Medical Association, 
and requires each applicant to hold the M. D. degree and be a member “in good standing” 
of the American Medical Association (or a comparable organization outside the United 
States). 

At a time when the percentage rate of Colo-Rectal malignancy is steadily rising and, 
likewise, general rectal pathology gradually increasing, the opportunities for proctologic 
training (especially clinical) are becoming fewer in number! This situation could very 
well become a serious problem—just from the standpoint of diagnosis—if there become 
fewer and less adequately trained physicians in the field of “greater Proctology.” A very 
great number of physicians who are ambitious to pursue a program of post-graduate proc- 
tologic study are being gradually disenfranchised. Not as a group with sight set on 
“super-man surgery,” but as a group of individuals, each with sight set on his own “spot 
in the sun,” a position which he aspires to dignify in scientific importance and desires 
to justify in service as an intelligently, clinically trained ano-rectal proctologist. 

The International Academy of Proctology proposes, continually, to widen its scope, 
extend and enlarge its membership, and increase the facilities and opportunities for 
teaching and learning! The standards, qualifications and other criteria necessary for 
Academy Fellowship and/or proposed International Board certification not only embrace 
and include those of other proctologic organizations as well as the American Board of 
Proctology but are wider in scope and more inclusive. 

The fundamental principles, ideals, high standards, and objectives of proctologic prac- 
tice are shared in common with all other reputable proctologic organizations. And so, 
there should be no conflict. What little over-lapping there might be is far outweighed in 
other respects! 

In analogy, Proctology may be likened to a large building under construction, in which 
each individual, group, and organization is an architectural form. These can be “dove- 
tailed” into a design whose arch is beautiful but whose keystone can only be secured by 
the cooperation of the many components of “greater Proctology’—ensuring the solidarity 
and homogeneity of the building! 

Surrounding such a building, avenues of learning can better be widened for student 
and physician alike. 

Acutely aware of the trusteeship which is mine as President of the Academy and 
Associate Editor of the Journal, which is an official organ for the expression and reflection 
of the convictions and feelings of the total membership, and not those of any individual 
member, I trust that this report to the Academy membership is in such form. 

It is my hope that each member will feel the urge and need of expressing his own 
personal convictions and thoughts in person or writing, in regard to Academy problems 
and/or Journal editorial policy, etc. Only in this way can the Academy become what the 
members desire and expect or the Journal reflect their thoughts and feelings, and might 
I better resolve my responsibility as the representative and servant of the Academy 
membership! 


Epcar Scott, M. D. 

















Changing Trends 


In Surgery 
Of The Colon 


The preoperative preparation of the 
bowel with antibiotics, a careful considera- 
tion of the patient’s physical status, and 
changes in surgical concepts have con- 
tributed materially to the safety of opera- 
tions on the colon. It is possible today 
to perform with relative safety procedures 
which prior to 1940 were hazardous; to 
save the lower rectum and sphincters for 
low-lying sigmoidal cancer, and to carry 
out end to end anastomosis in situations 
which at one time appeared to demand ob- 
structive resection or complementary 
colostomy. 

Changes in Preparation of the 
Colon Prior to 1942 insoluble sulfona- 
mides and mycin drugs were not in general 
use and patients to be subjected to resec- 
tion of the colon were prepared by the 
use of magnesium sulfate and a low resi- 
due diet. Occasionally, sulfonamides were 
given after operation, but in a therapeutic 
rather than prophylactic role. 

Since the War (1946), we have pre- 
prepared the bowel by administration of 
sulfasuxidine given in doses of 3 grams 
four times daily for seven days before 
operation. This sometimes is supplemented 
by streptomycin, 1 gram given twice daily 
for the last two days of the period. More 
recently terramycin has been used in doses 
ranging from 500 to 750 mg. four times 
daily for three days. Aureomycin has been 
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found to be equally effective, but there is 
an annoying incidence of gastro-intestinal 
upset with the use of this drug. Terra- 
mycin is not only an effective drug for 
reducing the bacterial count in the stool,! 
but it is also absorbed and is effective in 
controlling cellulitis and infection in the 
tissues around an ulcerating lesion. Lately 
we have become more interested in 
Phthalyl Sulfacetamide (Thalamyd) for 
the same reason and because of the de- 
creased cost to the patient. These drugs 
must be accompanied by a daily mild 
saline cathartic. We prefer at the present 
time to use 4 ounces of citrate of mag- 
nesia every morning before breakfast for 
four days before the patient enters the 
hospital. A low residue diet is most im- 
portant in clearing the colon of bulk. A 
high protein high carbohydrate low residue 
diet is supplied for each patient and this 
is started five days prior to the operative 
procedure. Since transcolonic coloscopic 
examinations are performed at every re- 
section, it is necessary to reduce colon 
residue to that which can be sucked up 
through a suction pipette. 

Prophylactic Use of Antibiotics 
Following open operation on the bowel, 
we have routinely given crystalline peni- 


From the Department of General Surgery, Cleve- 
land Clinic, Cleveland, Ohio. 
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cillin in doses of 100,000 units every three 
hours for 24 hours, followed by repository 
penicillin twice daily for the next two or 
three days. We have not continued the 
mycin drugs orally following surgery be- 
cause of the incidence of vaginal and oral 
monilia infections. There is good evidence 
to show that the effect of these drugs is 
prolonged three or four days following 
their discontinuance. 


Gastro-Intestinal Intubation The 
prophylactic use of long intestinal tubes 
in surgery of the colon has disappeared 
here. Occasionally a patient with a par- 
tially obstructing lesion located on the 
right side of the colon is benefited by sev- 
eral days of suction and decompression 
before operation. In such cases a history 
of cramps and nausea should make one 
wary, and a scout film of the abdomen 
usually is sufficient to indicate whether or 
not a long tube should be used. A long 
tube for obstructive lesions of the trans- 
verse and left side of the colon is com- 
pletely useless and other means (tube 
cecostomy) should be sought to control 
the obstruction. A carefully made end to 
end anastomosis with interrupted sutures 
does not result in obstruction. One of the 
greatest advances in abdominal surgery is 
the use of the short Levine tube, which is 
placed in the stomach just prior to opera- 
tion with suction maintained for the first 
24 hours to prevent gastric distension, 
which may result from swallowing air. 
The new polyethylene tubes are non-irri- 
tating and well tolerated. The stomach is 
collapsed and aspiration accidents and 
postoperative nausea are eliminated. 


Ambulation Prior to 1945 patients 
subjected to resections of the colon were 
confined to bed for a week or ten days. 
Early ambulation was not in vogue at that 
time. One of the main reasons for this 
was that left-sided colon lesions were 
almost entirely resected by the Rankin 
technic, and since the Rankin clamp was 
in place on the abdomen until the 7th or 
8th day, patients were confined to bed. 





Following this, the spur clamp was in 
place for two or three more days. Since 
1946 patients have been urged to walk on 
the day of operation and spend as much 
time out of bed as possible. For the past 
two and a half years recognized embolism 
has not occurred as a cause of hospital 
mortality in operations on the colon. Fac- 
tors in the diminished incidence in this 
complication may have been the strict 
avoidance of the use of leg veins for ad- 
ministration of fluid or blood (a practice 
which may contribute to the development 
of deep phlebitis), the firm wrapping of 
ACE bandages on the lower leg during 
the period of immobilization on the oper- 
ating table, and early ambulation. 


Blood Transfusions The preopera- 
tive transfusion of blood is employed in 
those patients who are chronically ill with 
wasting diseases, such as regional enteritis 
and chronic nonspecific ulcerative colitis. 
Patients with right-sided colon lesions are 
included in this group. In such cases the 
circulating blood volume and its solid ele- 
ments are restored to normal prior to 
surgery. In uncomplicated lesions of the 
colon where there is no deficit, blood given 
during surgery may be only in the amount 
that is lost. We recognize a small but 
definite hazard in the administration of 
blood and have employed transfusion only 
when the specific indications are present. 


Changes in Technic of Abdomino- 
Perineal Resection We have modified 
the technic of the combined abdomino- 
perineal resection of the rectum as devel- 
oped by Miles? and T. E. Jones. These 
modifications are principally extensions of 
radicality in all directions from the lesion. 
In general, the posterior dissection extends 
upward from the tip of the coccyx over 
the presacral fascia and promontory of the 
sacrum in a plane posterior to the sym- 
pathetic plexes and trunks, denuding the 
great vessels and aorta. Ligation of the 
inferior mesenteric artery is carried out 
adjacent to its origin at the lower border 
of the third portion of the duodenum, and 
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usually sparing the left colic artery at its 
origin. It is impossible to increase the 
radicality further by removing the descend- 
ing colon and splenic flexure, since up- 
ward spread extends along the aorta be- 
hind the third portion of the duodenum 
and the pancreas. In those lesions located 
on the anterior wall of the rectum at or 
below the fornix of the vagina, the poste- 
rior wall of the vagina is removed com- 
pletely, without separating the rectum 
from it. or total hysterectomy is carried 
out en bloc. Anterior wall lesions in men 
are treated similarly in principle, the semi- 
nal vesicles being removed en bloc with 
the rectum. If the lesion is located oppo- 
site the prostate, the posterior lobe is re- 
moved in continuity with the rectum. 
Since 1946 we* have closed many of the 
posterior wounds tightly around a small 
catheter. This is left in place and the pre- 
sacral space is lavaged two or three times 
daily for the first few days and 200,000 


AN U-TYpse. 
‘j EXCISION 


units of plain penicillin injected in the 
cavity to prevent local sepsis. On the 
fourth or fifth day, depending on the 
drainage, the catheter is withdrawn. Fol- 
lowing this, there is usually a _ small 
amount of serosanguinous drainage for a 
week or ten days. Occasionally the drain- 
age through the catheter continues to be 
heavily laden with old blood, indicating 
the presence of a presacral hematoma. In 
these cases the injection of Streptokinase 
and Streptodornase, as advocated by 
Beahrs* and associates will cause sufficient 
fibrinolysis to remove the clot completely 
in a day or two. Sepsis has occurred very 
infrequently and is treated by reinserting 
the catheter, with lavage. 

Prior to 1946 posterior wounds were 
packed open and were allowed to close 
by secondary intention. These wounds 
rarely healed within three months and 
often six months or more elapsed before 
closure was complete. It was thought, 








Fig. 1. "U" type excision replaces the old ''V" type excision removing more colon and mesentery. 
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erroneously, that the pack caused fixation 
of the perineal floor at a high level and 
subsequent healing from that point down 
to the perineum, with establishment of a 
fixed perineal floor. Actually, drains left 
in any wound are influential in causing 
hernias and there is very little cough im- 
pulse palpable on the perineum in those 
wounds which have been closed primarily 
as compared with the old pack method. 
The unclosed wounds were often a source 
of infection and a potent source for loss 
of protein and other blood elements. Still 
more important, the open posterior wound 
was a source of constant and long-lasting 
morbidity and stress to the patient. By 
comparison, there is no contraindication to 
early ambulation in the closed posterior. 
There seems to be no favorable compari- 
son between the two groups in regard to 
bladder function, since the main cause of 
bladder retention is interruption of the 
pelvic sympathetic and parasympathetic 
nerves. We believe that primary closure 
of the posterior wound eliminates infec- 
tion and therefore minimizes the tendency 
to pelvic phlebitis and pulmonary em- 
bolism. 


Resections of The Left Colon 
Obstructive resection was utilized as the 
standard procedure for resection of lesions 
of the left colon previous to 1947. The 
Rankin clamp was left in place for five 
to six days and a colostomy was estab- 
lished by its removal. About the sixth day 
a spur clamp was applied. Usually the 
patient left the hospital between the 
twelfth and fourteenth day and was sub- 
jected to the inconvenience of a colostomy 
for two months at home, and then returned 
for closure of the colostomy. This usually 
required another week of hospitalization. 
Since 1947 we have employed resection 
with primary anastomosis in the manage- 
ment of an increasing number of lesions 
of the left colon. We believe that a wider 
segment of bowel and mesentery can be 
resected by this method and that better 
protection can be assured against local 





recurrence of carcinoma in the abdominal 
wall. Since the lines of resection are 
farther from tumor or inflammation, the 
proximal and distal limbs of the bowel 
to be joined are farther from cellulitis and 
the inflammation and edema of obstruc- 
tion and closer to the mother source of 
blood: supply. In lesions of the sigmoid 
colon, the entire sigmoid colon is removed 
down to the recto-sigmoid or lower, if 
necessary, and up to the mid-descending 
colon, with removal of the entire segment 
as supplied by the inferior mesenteric 
artery and its branches. The descending 
limb of the left colic artery above and the 
right and left lateral divisions of the 
superior hemorrhoidal artery below are a 
much more satisfactory source of blood 
to an anastomosis than the divided loops 
of the sigmoid arteries. When these con- 
cepts are applied to resections of the sig- 
moid colon for diverticulitis, postoperative 
complications are practically nonexistent. 
In lesions of the upper descending colon 
and splenic flexure, the mesentery is re- 
moved over to the midline and the splenic 
flexure division of the midcolic artery and 
the inferior mesenteric vein are removed, 
the former where it emerges from the 
pancreas and the latter just lateral to the 
ligament of Treitz. Lesions of the distal 
and midtransverse colon are removed by 
ligation of the vessels near their origin in 
the pancreas and complete devasculariza- 
tion of the greater curvature of the 
stomach. 

We do not believe that carcinomas 
located at or below the peritoneal reflexion 
should be removed by anterior resection 
with anastomosis. The peritoneal reflexion 
varies from 5 to 15 cm. in its distance 
above the levator muscles. It is highly de- 
sirable to divide the bowel at least three 
inches below any low sigmoidal lesion if 
anterior resection is contemplated. If any 
lesion is so situated as to be controversial, 
we believe the maximum operative pro- 
cedure for radicality should be done. It 
is dangerous to carry out any surgical 
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procedure near a lesion that has extended 
out into the pericolic fat, and unfortu- 
nately this is not known until the bowel 
has been removed. It is most important 
for the operator to be versatile enough to 
be able to perform low anterior resection 
of the rectum and sigmoid colon with 
anastomosis, or pull-through operation 
with preservation of the sphincters when 
indicated. These various procedures are 
effective and commendable only where the 
possibility of cure is not compromised. 
Technic of Anastomosis Before 
1942 we performed open end to end anas- 
tomosis of the colon with two rows of 
inverting continuous catgut sutures of the 
Connell type. This method certainly was 
not safe in our hands because of the in- 
cidence of obstruction and the occasional 
development of peritonitis due to leaks at 
the line of anastomosis. At the time it 
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seemed that obstructive resection was a 
safer procedure. With the development of 
a more effective means of preparing the 
bowel, we have employed the interrupted 
suture technic for open anastomosis. An 
inner row of interrupted chromic 000 cat- 
gut sutures is placed through all layers, 
tying the knots loosely on the inside of 
the bowel. This is reinforced by an outer 
row of interrupted fine silk. In certain 
cases the seromuscular layer may be im- 
possible to approximate because of rigid- 
ity and thickening of the bowel wall and 
a single row of sutures placed through all 
the layers has been sufficient. Since em- 
ploying this technic, leaks at the suture 
line have been extremely rare. The bowels 
usually move spontaneously on the second 
or third day. The usual period of hospi- 
talization after operation is approximately 
ten days. We have not found it necessary 
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Fig. 2. Technic of end-to-end anastomosis of colon. 
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to employ tubes placed through the sphinc- 
ter and up through the anastomosis or de- 
compressing colostomies or cecostomies 
above the anastomosis. Rubber drains 
lying against the anastomosis are a definite 
hazard. Postoperatively, the patient chooses 
his own diet and a rectal tube is used 
intermittently to overcome the resistance 
of the anal sphincter. 


Right Colectomy with Anasto- 
mosis There seems to be very little differ- 
ence in principle between resections of the 
right and left side of the colon, since 
most of the left side of the colon is re- 
moved for lesions located from the de- 
scending colon to the upper rectum. It is 
important in all lesions, particularly those 
in the cecum and ascending colon, to 
proceed with the operative procedure with- 
out handling or squeezing the lesion, since 
the veins in the pericolic fat may be 
invaded and tumor emboli sent off to the 
liver. The right colon is mobilized by de- 
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nuding the entire right gutter if necessary 
to remain wide of the lesion. The right 
colon is mobilized medially until the sec- 
ond and third portions of the duodenum, 
together with the head of the pancreas is 
completely denuded. The ileocolic and 
right colic vessels are ligated as close to 
their origin in the head of the pancreas 
as possible. If the lesion is located in 
either limb of the hepatic flexure, the dis- 
tal half of the greater curvature of the 
stomach is completely devascularized in 
order to obtain the gastrocolic omentum 
in its entirety. The gastroduodenal artery 
in the region of the origin of the right 
gastro-epiploic artery is divided and the 
right colic and hepatic flexure division of 
the midcolic artery are included. End 
to end ileotransverse colostomy is carried 
out with the described interrupted technic, 
but if extreme disparity between the sizes 
of the ends of the bowel is found, end to 
side ileotransverse colostomy is substi- 
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Fig. 3. Interrupted suture technic colon anastomosis. 
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COLON RESECTION* 
All Obstructive Immediate 











Year Cases Resection Anastomosis 
1947 119 46 23 

1948 

1950 

1951 150 8 142 





* Where surgeon could choose between the two 
types of resection. 











tuted. Although side to side ileotransverse 
colostomy was employed for many years, 
there was a rather high incidence of leaks 
at the line of anastomosis. In large part 
this was due to failure of blood supply 
and it is felt that end to end anastomosis 
after careful inspection of the blood sup- 
ply is safer. Reperitonealization of the 
denuded gutters is not only impossible, 
but it would appear to be unnecessary, 
since obstruction following these proce- 
dures is practically unknown. 

Subtotal Colectomy = [n familial 
polyposis of the colon or in severe ulcera- 
tive colitis we have been impressed with 
the relatively high morbidity which attends 
procedures of more than one stage. Mullti- 
ple abdominal operations, together with 
the infection hazard of ileostomy and 
colostomy, have contributed in a large part 
to this morbidity. For these reasons and 
because in acute ulcerative colitis we be- 
lieve that the patients would benefit if the 
major portion of the diseased colon is re- 
moved at the same time ileostomy is estab- 
lished, we have removed the entire colon 
down to the midsigmoid portion and made 
the end ileostomy in the right lower quad- 
rant simultaneously. Subtotal colectomy 
is always performed through the same 
incision, that is, one extending from a 
point just above the pubis to the umbilicus 
and then turning sharply to the left to end 
just below the most inferior portion of the 
costal margin. The entire colon is easily 
available through this approach, including 
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the most inaccessible portions, the splenic 
flexure and the rectum. The medial and 
lateral rectus borders are marked and the 
incision is closed, beginning at these 
points. In ulcerative colitis, the stump of 
the distal sigmoid is brought out at the 
lower end of the midline portion of the 
incision and trimmed to skin level on the 
seventh day. Within a month or two the 
skin is healed over the stoma in most 
instances and the abdomino-perineal re- 
section portion of the operation can be 
carried out with aseptic technic at a later 
date. When the colon is being removed 
because of disseminated polyposis, the end 
to end anastomosis between the terminal 
ileum and the rectosigmoid can be carried 
out as usual. Recently we have removed 
the entire colon and rectum in ulcerative 
colitis as a one-stage procedure. We be- 
lieve there is a hazard of peritonitis, how- 
ever, since the retroperitoneal spaces are 
opened in both gutters up to the dia- 
phragm. The postoperative course of pa- 
tients undergoing subtotal colectomy has 
been so remarkably smooth and uncom- 
plicated that the continuance of this two- 
stage procedure is justified. There is no 
comparison between the morbidity and 
mortality of those patients formerly sub- 
jected to removal of the colon and the 
establishment of an ileostomy in four 
stages (ileostomy, right colectomy, left 
colectomy, and combined abdomino-peri- 
toneal resection of the rectum). 


Table Il 





COLON RESECTION* 
(Hospital mortality) 








Te 

° 
Year Cases Deaths Mortality 
1947 7 

1948 520 13 2.5 

1950 

1951 378 6 1.5 





* Includes resections of the colon for all lesions. 
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Protection of the Wound from 
Contamination Dr. Thomas E. Jones 
always emphasized the importance of 
protecting the abdominal wound from con- 
tamination and invariably protected the 
entire wound from skin to peritoneum 
with thick gauze tapes. We have added a 
layer of rubber or plastic material between 
the gauze and wall off the entire wound 
completely before incurring any contami- 
nation from the bowel. A clean set of 
gloves and instruments are used for closure 
to further reduce the danger of contami- 
nation to the abdominal wound. #60 white 
cotton is used to ligate small bleeding 
vessels throughout and catgut is strictly 
avoided. The abdominal wall from peri- 
toneum to fascia is closed with #30 or 
#31 steel alloy wire, as described by Jones 
et al.° No sutures are placed in the so- 
called “dead space.” 


Results 
For contrast purposes the five-year 
period beginning in 1947 and ending in 
1951 has been divided into two portions, 





the first being represented by the 1947- 
1948 period during which no antibiotics 
were used in preparation of the colon 
for surgery and the second or antibiotic 
era being represented by the years 1950- 
1951. The year 1949 was omitted en- 
tirely from the study because the anti- 
biotics were used intermittently during 
that year. Table I reveals the trend to- 
ward the use of immediate anastomosis 
following resection rather than exterior- 
ization procedure. This trend is further 
justified by a study of the analysis of 
deaths represented in Table III. It would 
appear that preoperative antibiotics 
might have prevented some of the deaths 
listed in 1947 and 1948. This is in direct 
contrast to the deaths listed in the anti- 
biotic preparation era of 1950-1951 
wherein there are no deaths due to sepsis- 
It is interesting to note that penicillin 
was available during both periods. Table 
II shows the slight decrease in hospital 
mortality. Again, it is noteworthy in 
Table HII that this decline in mortality 
is due in part to the use of modern 
drugs for the preoperative preparation 
of the colon. The indications or opera- 
bility may have been extended somewhat 
in the 1950-1951 period, since two of 


the deaths following subtotal colectomy 























Table Ill 
ANALYSIS OF DEATHS 
Year Cause of Death 
1947 Fatal peritonitis from leaks at the suture line.................ccc cee ee ec eeeceer ensues 6 
1948 (Two due to accidents with long tubes) 
No anti- SPREE PEA AG ERIS Oi RINE METI SION 5s 6's 6 oo os side oes w saree ke caus bao saree uch a bawwanle ? 
biotic ; ; 
preparation SST MICRO oie RE avg ae pe ob ws GRA RES RR ow a eR eee 2 
of the colon ; 
SITE NPS UIT ORINENENIIN 82S Cit isina'o orice aisiars wis sia wis 6 os Ss SRD OS oe eae ae | 
PUN TENDER och tab ewe oer CRN Ol slat wad oad | 
Tota!l—13 
1959 Adrenolysis (Acute adrenal cortical necrosis)........ 0.0.0... ccc cece cece ec ececcceeues | 
1951 (Subtotal colectomy; ileostomy for acute toxic ulcerative colitis). 
Antibiotic Atelectasis and ed piped be ca hel IO EET Pee Te ee | 
preparation (Subtotal colectomy; ileostomy for acute toxic ulcerative colitis). 
of the colon . 
SN GIO. fen pansies epee k winl-w ooo s AOU AE Seed On ena dune roe bucauhacaienen ! 
ne a a IIR III Sn Saini mduek wanedn ciueeunbedcawewnns 2 
Uremia, uncorrected electrolyte imbalance............. 00. cc ccc cece eee ccceeucecueens | 
Total— 6 
* Autopsy obtained, cause of death not clear. 
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with ileostomy on seriously ill patients 
would not have been considered prior to 
this time. 

Trends in colon surgery are toward 
the elimination of multiple stage pro- 
cedures with their attendant morbidity. 
It is not known whether increased radi- 
cality for neoplastic lesions of the colon 
will result in any more five-year cures 
but the incidence of local recurrence will 
be definitely less. The use of antibiotics 
in preparation of the colon would seem 
to have changed the causes of death, 
eliminating for the most part those due 
to sepsis of all types. This is a definite 
advance since sepsis following any type 
of surgery should be preventable. Al- 
though the hospital mortality would seem 
to have lessened somewhat between the 
two periods studied, we feel that the two 


Neomycin Therapy in Amebiasis 


Four of 7 patients with amebiasis 
caused by E. histolytica were cured with 
a single course of Neomycin totalling 1.- 
600,000 units. The 3 remaining patients 
were cured by an additional course of 
therapy in which 4,800,000 units of Neo- 
mycin were given. All of the patients 
showed rapid healing of amebic ulcer- 
ations and disappearance of the para- 
sites and all of the patients remained free 
from E. histolytica for a 3-month obser- 
vation period following the termination of 
therapy. 

McVay, Laird, and Stern reported in 
The Am. J. Med. Sci. [223:20 (1952) ] 
that the only significant toxic reaction ob- 
served as a result of therapy with Neo- 
mycin was a transient rise in the protein 
level in urine and an elevation of blood 
protein and blood urea nitrogen in one 
patient. However, the authors pointed out 
that further investigation of the toxicity 
of Neomycin should be undertaken be- 
fore its use on a wide scale. They noted 
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figures will more nearly balance over the 
next five year period because of the 
adoption of more radical procedures for 
late cancer. 
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also that there was an enormous increase 
in the yeast cells in the whole series of 
patients. This reaction is thought by some 
to be an important cause of the nausea, 
vomiting, and diarrhea often associated 
with the administration of Neomycin. 


Viral Enteritis Cleared by 
Vitamin B Complex 


All 19 of the patients with viral enteritis 
were cleared by the parenteral administra- 
tion of 1 or 2 cc. of Folbesyn, a polyvita- 
min preparation, each cc. of which con- 
tains 10 mg. of thiamine hydrochloride, 
B,, and sodium pantothenate, 5 mg. of 
pyridoxine hydrochloride, 50 mg. of nia- 
cinamide, 300 mg. of ascorbic acid, 15 mg. 
of B,., and 3 mg. of folic acid. Thirteen 
of the patients improved almost immedi- 
ately, and the other 6 improved over a 
period of about 2 days. Improvement was 
judged on the basis of improved appetite 
and the elimination of loose stools, accord- 
ing to Murray in Hawaii Med. J. (11:289 
(1952) ). 
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Complications and Pitfalls 


of Abdominoperineal 


Resections 


The operation of abdominoperineal 
resection is now widely accepted as the 
most radical procedure and the one that 
offers the greatest chance for cure of 
carcinoma of the lower colon. The primary 
purpose of any operation for malignant 
disease is to cure the patient if at all 
possible. Recent studies of the methods 
of spread of lesions of the lower colon, 
through lymphatics or by vascular chan- 
nels. or by contiguity, further point out 
the advantages of the abdominoperineal 
resection. 

Obesity of the patient is a disadvantage 
from the standpoint of operative risk, oper- 
ability, technique and prognosis. Carci- 
noma tends to spread more rapidly in the 
obese. These patients are more susceptible 
to the respiratory and cardiovascular com- 
plications of anesthesia in the immediate 
postoperative period. To attempt an end- 
to-end anastomosis deep in the pelvis of 
an obese patient is extremely trying and 
hazardous and, for the sake of expediency, 
the surgeon may resect far short of the 
amount of bowel and surrounding tissue 
adequate for the particular case. Ab- 
dominoperineal resection is, in the obese 
patient, a more thorough and less danger- 
ous procedure. 

Anterior resection is often complicated 
by leakage due to necrosis at the suture 
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line. It is essential to maintain adequate 
blood supply to each divided end of the 
bowel, and this cannot always be done 
with certainty. If, in order to insure the 
blood supply, the surgeon fails to remove 
an adequate amount of bowel, mesentery 
or fat, then the operation falls short of 
being satisfactory for that particular 
lesion. 

When a surgeon must decide between 
abdominoperineal resection and a sphinc- 
ter preserving operation, his decision must 
not be influenced by what the patient or 
the relatives will think of a permanent 
colostomy. We find that practically all 
patients now accept the situation without 
complaint and soon learn that a col- 
ostomy does not make them social out- 
casts. Training in the proper care of the 
colostomy should be started as soon as 
possible. The use of the colostomy bag is 
discouraged. With adequate irrigations 
and attention to diet, most patients event- 
ually develop excellent control of the 
stoma. 

Lahey states that in the anterior resec- 
tion, rectal mucosa must be preserved for 
some distance above the sphincter so that 
the sensory fibres may not be destroyed. 
These delicate fibres differentiate the pres- 
ence of gas, solid fecal and liquid material 
in the rectum. Thus the individual may 
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have control of solid material but not of 
gas and liquid contents, and therefore, the 
operation can defeat its purpose. Proper 
care of a perineal colostomy is almost 
impossible. 

The greatest deterrent in the operation 
of anterior resection is probably the lack 
of adequate distal resection of bowel. It 
is not uncommon, on examining a speci- 
men after abdominoperineal resection, to 
find one or more small inplants distal to 
the main lesion, the presence of which 
the surgeon did not, or could not deter- 
mine during the operation. In 1943, Gar- 
lock and Ginzburg employed the opera- 
tion of anterior resection in 163 cases of 
carcinoma of the rectum and rectosigmoid, 
in order to appraise the efficiency of this 
operation as a radical procedure as com- 
pared to abdominoperineal resection. They 
concluded that sphincter preserving opera- 
tions should rarely, if ever, be done for 
lesions of the rectum below the level of 
five inches from the anal margin because 
of the inability of the surgeon to excise 
sufficient rectum distal to the tumor to 
meet the requirements of radicability de- 
manded of a good cancer operation. The 
Lahey Clinic group are even more op- 
posed to the operation of anterior resec- 
tion. They now employ the one stage 
abdominoperineal resection for all malig- 
nant lesions in the low sigmoid. rectosig- 
moid and rectum. 

Tn this presentation of the technique of 
abdominoperineal resection we wish to 
emphasize particularly those details which. 
if not properly observed. become the _pit- 
falls of this operation. 

Preoperative preparation is of para- 
mount importance and usually requires 
two to five days. A sigmoidoscopy is done 
in all cases and punch biopsy of the 
lesion is taken if not previously done. A 
clean bowel is essential for a good opera- 
tion. It is particularly important for the 
segment of bowel jast proximal and distal 
to the lesion to be clear of feces and gas. 
for any distention of this portion will 
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make it difficult, and sometimes impos- 
sible to turn down this bowel into the 
pelvis for subsequent removal through the 
perineum. If, at operation, the lower part 
of the bowel is found to be distended with 
feces or gas, it must be cleansed through 
a rectal tube before the perineal part of 
the procedure is begun. A_ retention 
catheter is placed in the bladder of all 
patients just before being sent to the 
operating room. 

Our choice of incision is a left rectus 
placed quite laterally over the muscle. 
This has more advantages than any other 
type of incision. We favor bringing out 
the colostomy through the original in- 
cision. A mid-line colostomy is not satis- 
factorily placed. particularly in younger 
people. One of our earlier cases com- 
plained that he was unable to have sexual 
relations comfortably because his mid-line 
colostomy was in the way, and he per- 
sisted in his demands that the stoma be 
re-located laterally. The left rectus in- 
cision affords the best exposure for the 
procedure and can readily be extended 
upwards for mobilizing as much of the 
left colon as may be necessary. 

Exploration of the entire abdomen 
should be done routinely and meticulously. 
The pelvis, of course, must be adequately 
investigated for extent of the lesion, local 
spread, operability and type of operation 
best suited for the particular lesion. The 
liver is carefully palpated for metastases. 
If metastases are found in the liver the 
lesion is not necessarily inoperable. Re- 
moval of the primary lesion in the bowel 
will serve the double purpose of prevent- 
ing future obstruction and slowing up. 
for a time at least. of the metastatic proc- 
ess. Metastases to the liver, localized to 
a small portion, may be removed by partial 
hepatectomy. The entire colon must be 
thoroughly examined to avoid the mistake 
of overlooking one or more additional 
primary lesions. Additional primary malig- 
nant growths will be found in about 4 
per cent of cases. This high figure will 
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emphasize the importance of careful and 
thorough examination of the entire colon. 
One of our cases presented four different 
pathological lesions between the anus and 
a point eighteen inches above as follows: 
squamous cell carcinoma, benign polyp, 
fungating adenocarcinoma and annular 
carcinoma. 

We routinely remove the appendix when 
present. Many of these cases have vague 
symptoms postoperatively and an acute 
appendix may be overlooked, thinking that 
his pain may be present as a result of the 
operation. 

The next step is incision of the peri- 
toneal attachments of the sigmoid on each 
side of the bowel. This incision is placed 
about an inch or two from the bowel and 
is carried downwards and the pelvic peri- 
toneum is freed laterally. One is then 
able to visualize the spermatic or ovarian 
vessels, the superior hemorrhoidal artery 
and the ureters. There is only one certain 
way to avoid injury to the ureters and that 
is by complete exposure and visualization 
down to their entrance into the bladder. 
It is not wise to elevate the ureters by 
dissecting completely around them. To do 
so would seriously jeopardize their blood 
supply. We find the ureters adherent to 
the peritoneum in about 25 per cent of 
cases. In the other 75 per cent, they will 
be found buried in fascia and fat. 

In females, removal of the uterus, cer- 
vix, tubes and ovaries is desirable, even in 
the absence of involvement by the lesion 
in the bowel. There is lymphatic drainage 
from the rectum to the ovaries and from 
there to the peri-aortic nodes. Often, one 
finds concomitant disease of the uterus or 
ovaries, not necessarily malignant but mak- 
ing total hysterectomy even more desir- 
able. The conversion of the female into a 
male type of pelvis by total hysterectomy 
takes but a few minutes and makes the 
pelvic dissection and peritonealization a 
simpler procedure. At this point, it is 
well to call attention to the danger of mis- 
taking endometriosis for carcinoma of the 


rectum. Invasion of the rectum by en- 
dometrial glands does not occur. The 
Lahey Clinic reports 87 cases in a twenty- 
five year period, of endometriosis of the 
sigmoid, rectosigmoid or rectovaginal sep- 
tum. Commonly, when endometriosis in- 
volves the lower bowel, there is an extra- 
rectal mass in the region of the cul-de-sac 
or the rectovaginal septum. The bowel is 
fixed to the mass though the mucosa is 
usually intact. The mass may constrict 
the lumen of the bowel, but ulceration of 
the mucosa is rare. Differential diagnosis 
before operation is essential in order to 
avoid the tragedy of an abdominoperineal 
resection for a cancer which does not 
exist. 

On several occasions we have seen both 
endometriosis and carcinoma present at 
the same time. To differentiate carcinoma 
from the former, a rectal biopsy is im- 
perative. A history of rectal bleeding com- 
ing on only at the time of mestruation 
is worthwhile investigating. 

With both ureters fully exposed, the 
superior hemorrhoidal vessels are visual- 
ized, clamped, cut and doubly ligated. Mass 
clamping of tissue at this point is danger- 
ous. The left ureter is particularly close 
to the superior hemorrhoidal artery and 
these two structures must be carefully iso- 
lated before any clamps are applied or 
tissues cut. The presacral fascia is then 
cut, and ‘by blunt dissection the bowel is 
freed posteriorly and laterally down to 
the middle hemorrhoidal vessels. These 
vessels are then clamped, cut and ligated. 

At this point the peritoneal dissection is 
carried across the front of the bowel. In 
the male this incision is made high up on 
the posterior wall of the bladder and in 
the female, at the level of the uterosacral 
ligaments. During this part of the dis- 
section, errors in technique may lead to 
urinary fistulae or obstruction from injury 
to bladder or ureters, or to cystitis from 
injury to the seminal evesicles or vas de- 
ferens. As much peritoneum as is needed 
for later peritonealization can be obtained 
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by blunt dissection with the tips of the 
fingers. The bladder, seminal vesicles and 
prostate are separated from the rectum by 
a well defined rectovesical fascia — also 
known as Denonvillier’s fascia. This fascia 
is incised as the bladder, seminal vesicles 
and prostate are displaced forward, and 
thus the rectum is freed all around to the 
level of the levator ani muscles. We wish 
to emphasize the importance of thorough 
dissection and mobilization of the rectum 
during the abdominal part of the opera- 
tion. When done from above, this dissec- 
tion is easier, entails less bleeding and 
assures the operator of more adequate 
removal of peri-rectal tissue than by the 
perineal route. Every extra minute spent 
in freeing the rectum from above is well 
rewarded when the perineal portion of the 
operation is done. 

The next step is peritonealization of the 
pelvic floor and placing of the proximal 
colon as a permanent colostomy. Both 
these steps are concerned with the most 
common complication of abdominoperineal 
resection, namely, intestinal obstruction. 
We have never had difficulty in freeing 
enough peritoneum to form a suitable 
pelvic floor. It is unnecessary to utilize 
the uterus in reconstruction of the floor. 
Strengthening the floor with omentum, as 
suggested by Russell, is not as advisable, 
as this causes undue tension on the trans- 
verse colon and chance for volvalus of 
the bowel about it. Any bare surface in- 
vites agglutination of the intestinal loops 
with possible obstruction. 


We do not advocate mid-line colostomy. 
A colon so placed may cause the small 
bowel to wind around it as an axis and so 
lead to intestinal obstruction. Another 
objection to the mid-line colostomy is the 
social problem previously mentioned. 

The colostomy should be laterally 
placed and allowed to emerge from the 
wound in a-gradual curve and so as to 
exert no tension whatsoever on the mesen- 
tery. The lateral gutter must be closed to 
prevent loops of intestines from passing 
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between the parietal peritoneum and the 
colon, or winding around the colon as an 
axis. This is accomplished by suturing the 
parietal peritoneum to the wall of the 
bowel so as to form a barrier against the 
passing of any intestinal loops. This done, 
the wound is closed with metal alloy inter- 
rupted figure-of-eight sutures. At this 
point, the final precaution against intes- 
tinal obstruction is taken, namely, anchor- 
ing the colostomy. It has been stated by 
some that placing sutures into the wall of 
the colostomy may lead to the formation 
of fistulae and that such sutures are un- 
necessary because firm agglutination of 
the visceral to the parietal peritoneum 
takes place in a few hours. This has not 
been our experience. We have never seen 
fistula formation from  seromuscular 
sutures placed to anchor the bowel. On 
the other hand, we have seen intestinal 
obstruction within forty-eight hours in 
cases where the colostomy was not an- 
chored. In one case, a loop of ileum passed 
between the parietal peritoneum and the 
wall of the colon and came to lie in the 
wound beneath the skin. Recently, we 
have made it a practice to anchor the 
bowel not only to the parietal peritoneum, 
but also to place a row of sutures from 
the bowel to the fascia to prevent retrac- 
tion of the colostomy. The bowel having 
thus been anchored, Payr clamps are ap- 
plied about two inches above the skin level 
and the excess bowel is removed. 


For the perineal portion, a left lateral 
position is used. An elliptical incision is 
made from the coccyx to the perineum. 
The levator ani muscles are cut and bleed- 
ing is controlled. The rectum is thoroughly 
freed from the vagina in the female and 
prostate in the male. The anococcygeal 
ligament is incised transversely to enter the 
pelvis. If mobilization has been adequate, 
it will not be necessary to insert the hand 
through the perineal wound into the pelvis 
in order to grasp the rubber-covered 
stump of the bowel. Instead, the stump 
can be delivered by gradual pulling down 
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of the bowel with a series of Allis clamps 
placed on the rectal wall. This method 
has the advantage of avoiding the danger 
of injury to the thin pelvic peritoneal floor 
and of contamination by rupturing the 





lesion by force. After removal of the 
rectum and anus, accurate hemostasis is 
secured. Vaseline gauze is used to drain 
the wound and the skin is closed above 
and below the drain with silk. 


Conclusion 


In attempting to avoid complications 
of abdominoperineal operations, onc 
must: 

A. Be certain of the preoperative diag- 

nosis and rule out endometriosis. 

B. Avoid postoperative intestinal ob- 

struction (the most common com- 

plication) by: 

1. proper placing of colostomy and 
suturing of colon to peritoneum 
and fascia 


2. meticulous peritonealization of 
pelvic diaphragm and at times 
converting a female to a male 
pelvis 

C. Dissection of rectum to levator ani 

PD. Complete visualization of both ure- 
ters 

E. In perineal part of the operation, 
the bowel must be pulled down with 
clamps rather than inserting the 
hand up in the pelvis 


onne 
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The International Academy of 
Proctology 1952 Award Contest 

The International Academy of Proctol- 
ogy takes pleasure in announcing its 
Annual Cash Prize and Certificate of 
Merit Award Contest for 1952-1953. The 
best unpublished contribution on Proctol- 
ogy or allied subjects will be awarded 
$100 and a Certificate of Merit. Certifi- 
cates will be awarded also to physicians 
whose entries are deemed of unusual 
merit. 

The competition is open to all physi- 
cians in all countries, whether or not 
affiliated with the International Academy 
of Proctology. The winning contributions 
will be selected by a board of imparial 
judges, and all decisions are final. 


Surgical Clinics of North America—June, 1947, p. 670. 
5. Lahey, Frank H. ‘Disadvantages of Sphincter 
Preserving Operations for Cancer of the Rectum." 
Journal of American Medical Association—June 14, 
1952, Vol. 149; No. 7; p. 626 


1408 President St. 


The formal award of the First Prize, 
and a presentation of other Certificates, 
will be made at the Annual Convention 
Dinner Dance of the International Acad- 
emy of Proctology in May of 1953. 

The International Academy of Proctol- 
ogy reserves the exclusive right to pub- 
lish all contributions in its official publica- 
tion, The American Journal of Proctology 
and Gastroenterology. 

All entries are limited to 5,000 words, 
must be typewritten in English, and sub- 
mitted in five copies. All entries must be 
received no later than the first day of 
April, 1953. Entries should be addressed 
to the International Academy of Proctol- 
ogy. 43-55 Kissena Boulevard, Flushing 55, 
New York. 
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Colostomy 


A Classification of Types Based on Anatomy 


and Function 


Colostomy designates an opening in the 
large bowel independent of the anus. 
Rarely, a newborn may have such an open- 
ing at the umbilicus. Infrequently, a 
stoma may be acquired spontaneously fol- 
lowing trauma with concomitant injury to 
the abdominal wall and colon. It may 
also result as a sequel to sloughing of 
strangulated large bowel in a hernial sac 
without surgical intervention. In general. 
however, a colostomy is the result of a 
deliberately planned operation. One that 
can be made with ease as an elective pro- 
cedure on deflated bowel may not be 
made successfully under urgent circum- 
stances on markedly distended bowel. 
Thus, circumstances may determine the 
type of colostomy that can be made. In 
some patients a colostomy is so designed 
that fecal matter is not completely di- 
verted from the distal segment while in 
others a colostomy is designed to divert 
all of the fecal matter from the distal 
segment to the colon. Thus, the purpose 
for which the colostomy is formed deter- 
mines the type that is to be utilized. The 
colostomy that remains after removal of 
diseased bowel is incidental to the resec- 
tion and its closure may be accomplished 
as soon as circumstances permit. In con- 
trast to this incidental type, a colostomy 
may be made deliberately to permit heal- 
ing of diseased bowel more distal in the 
colon. This too may be closed when it has 
served its purpose. Thus, both of these 
are temporary but they must be con- 
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structed differently to serve the purpose 
for which they are intended. A classifica- 
tion on a temporal basis is therefore with- 
out significance. 

Circumstances, purpose, and necessity 
determine the type of colostomy that is 
required. The surgeon should select that 
one which will be of greatest usefulness 
to the patient or serve the circumstances 
with the least prospect of unnecessary dis- 
ability. Anatomic factors influenced by 
pathologic changes in the bowel play a 
role in the final decision as to the type of 
colostomy that should be made. 


Classification of Types 
I. Colostomy in Continuity 
Fig. | 
1. External Decompression a. Active b. 
Passive 
2. Internal Decompression a. Active b. 
Passive 
Il. Colostomy in Discontinuity 
1. External (Fig. 2) 
2. Internal (Fig. 3) 
Ill. Colostomy with Spur 
1. With bowel resection (Fig. 4) 
2. Without bowel resection (Fig. 5) 


IV. Colostomy on End 





From the Division of Surgery Northwestern Uni- 
versity Medical School, the Cook County, Norwegian- 
American and Michael Reese Hospitals, Chicago, 
Illinois, 
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I. Colostomy in Continuity 


The purpose for which this operation 
is done is decompression of the bowel with 
no design for complete diversion of the 
fecal stream. 


1. External Decompression. a. Active 

(Fig. 1a) 

This type of colostomy is best illus- 
trated by the cecostomy done for acute 
large bowel obstruction which cannot be 
relieved by intubation from below or by 
enemas. Under the circumstances when 
exploration of the markedly distended ab- 
domen is hazardous for the patient and the 
risk of perforation of the cecum becomes 
increasingly more likely—cecostomy will 
decompress the bowel with the least risk to 
the patient. Thru a muscle splitting in- 
cision the cecum is allowed to exteriorize 
itself or made to do so by liberating it from 
its lateral attachment if present. An open- 
ing in the bowel reduces the intralumenal 
pressure and avoids the risk of leakage at 
a site that is commonly the seat of perfor- 
ation. It makes possible the preparation 
of the patient either for definitive surgery 
on the lesion responsible for the obstruc- 
tion, or permits the later formation of a 
colostomy for complete diversion of the 
fecal stream if necessary or desirable. 

The cecostomy (colostomy in continu- 
ity) is not intended for complete diversion 
of the fecal stream. It is not a substitute 
for any other type of colostomy. It is not 
to be compared to the transverse colon 
colostomy with a spur, for the circum- 
stances necessary to make the latter pos- 
sible are usually not present when the 
abdomen is markedly distended. The risk 
of cecal perforation is not necessarily 
avoided by a transverse colon colostomy. 
Cecostomy is preferable to the transverse 
colon colostomy for it does not interfere 
mechanically with extensive resection of 
the left colon. There are many methods 
that have been described for performing 
this operation. Some employ no sutures 
while others depend on an elaborate pro- 
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cedure to form the vent in the large bowel. 
In all of them however, the purpose is 
simple bowel decompression with no de- 
sign for complete diversion of the fecal 
stream. 


|. External Decompression, b. Passive 

.(Fig. 1b) 

In the course of surgery on the colon 
it is sometimes noted that an end to end 
anastomosis is made in bowel that is not 
fully decompressed or completely free 
from edema. While there may be good 
reason for rejecting the operation for both 
of these reasons, it is not always necessary 
to do so, for a tube placed in the cecum for 
large bowel decompression may prevent 
further distention and permit complete 
subsidence of the local disturbance. This 
prophylactic decompression by means of a 
tube in the cecum was of frequent use in 
the past but is practiced infrequently at 
present. Newer methods of bowel prepara- 
tion before surgery and more detailed care 
in post-operative management have made 
this procedure relatively obsolete. How- 
ever, when indicated, it is a safety factor 
which may prevent a catastrophe with no 
added risk to the patient. It therefore 
should not be discarded but kept “on call” 
in the surgical repertoire. 


2. Internal Decompression. a. Active 

(Fig. Ic) 

This type of colostomy (ileo-colostomy, 
colo-colostomy) does not completely side 
track the fecal current but it does decom- 
press the bowel proximal to the site of 
obstruction. The distal colon is the re- 
cipient of the excess pressure developed 
as a result of obstruction. 


2. Internal Decompression. b. Passive 

(Fig. Id) 

In some instances in the absence of 
bowel obstruction an internal colostomy is 
desirable to avoid an impending obstruc- 
tion or to permit healing in an inflamed 


segment of bowel (chronic granuloma, 
ileitis or a non-removable malignant 
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lesion). Here the fecal stream is diverted 
for the most part but complete diversion 
is not usually done. When the latter is re- 
quired another type of procedure is indi- 
cated (see Fig. 3a, 3b). 


Il. Colostomy in Discontinuity 


The purpose for which this operation is 
done is complete diversion of the fecal 
stream with defunctionalization of the dis- 
tal colon. 


1. External (Fig. 2—a to f} 


This type of colostomy is commonly 
made in the sigmoid colon when explora- 
tion of a pelvis discloses extensive spread 
of malignant disease of the rectum pre- 
cluding any possibility of excision. Col- 
ostomy in discontinuity will relieve the 
patient of the distress occasioned by bath- 
ing of the ulcerated lesion in fecal matter 
and prevent the total bowel obstruction 
which is usually inevitable in such in- 
stances. It may be done properly follow- 
ing decompression of a markedly distended 
bowel by cecostomy or on a patient pre- 
pared for exploration of the abdomen. 
Some prefer to use this type of colostomy 
in the transverse colon on the right side of 


the abdomen so as to allow the entire left 
side of the colon to be available for the 
removal of a left sided lesion if and when 
this is possible. In some instances this 
type of colostomy may be necessary in 
extensive injury or disease (diverticulitis) 
of the distal bowel pending healing of the 
wounds or subsidence of the inflammatory 
process. It is not to be compared with 
colostomy in continuity since it serves a 
different purpose and the indications for 
its formation are not identical. Unlike 
colostomy in continuity sufficient bowel 
and mesentery are required to exteriorize 
the entire segment without tension. 


2. Internal (Fig. 3) 


Under certain circumstances, as when 
an inflammatory mass in a segment of the 
colon is followed by fistula formation, a 
sidetracking operation as indicated in Fig. 
2, 3 may permit healing of the lesion. 
However, persistent drainage may continue 
so long as some fecal matter passes into 
the involved segment of bowel. Under 
these conditions section of the bowel be- 
tween the anastomosis and the lesion may 
permit complete healing to take place. 
Thus, complete diversion of the fecal 
stream is accomplished. 
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Ill. Colostomy With Spur 
|. With Bowel Resection (Fig. 4) 


This type of colostomy is usually but 
not always constructed as incidental to re- 
section of an exteriorized segment of dis- 
eased or damaged bowel. This operation 
may be necessary in volvulus, extensive 
trauma, inflammatory disease such as di- 
verticulitis, strangulation and in some in- 
stances of carcinoma. The proximal and 
distal segments are approximated by one 
or two rows of sutures, the involved seg- 
ment of bowel removed and a double bar- 





reled colostomy established. The spur 
which separates the two lumens is crushed 
and allowed to slough or it may be double 
clamped, incised and each side sutured so 
that continuity of lumens is restored. This 
type of colostomy is converted into a 
colostomy in continuity and may be closed 
as soon as circumstances permit. 


2. Without Resection (Fig. 5) 


In this type of procedure a loop of colon 
is brought up through the abdominal wall 
and suspended by a rod or tube placed 
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through an opening in the mesentery be- 
tween the bowel and the marginal artery. 
It is more readily done on the transverse 
or sigmoid colon. It may be done on fixed 
segments of bowel only following adequate 
mobilization. This requires manipulation 
and is not easily accomplished when 
marked distention of the bowel is present. 
An inadequately mobilized segment of 
bowel under tension on the abdominal 
wall will slough at the site of suspension 
over the rod and defeat the purpose for 
which this procedure is done. It is the 
simplest of all colostomies to establish and 
is therefore most commonly practiced. It 
may be opened immediately with insertion 
of a catheter or the opening may be de- 
layed until adhesions have sealed the 
bowel to the abdominal wall. The final 
opening into the bowel is-made transverse- 
ly through °4 of the circumference, the 


(Vol. 3, No. 4) DECEMBER 1952 


mesenteric surface remaining intact. The 
transverse incision in the bowel permits 
the incised longitudinal fibers in the colon 
to retract, thus exposing proximal and 
distal lumens. The spur is frequently an 
effective barrier to the passage of feces 
distally in the bowel. To this extent it 
serves as a colostomy in discontinuity. 

It is frequently made as a right trans- 
verse colon colostomy preliminary to colon 
surgery on the left side of the large 
bowel. However, in this location it may 
interfere with an adequate resection of the 
left colon. It is indicated in large bowel 
obstruction when distention has not prog- 
ressed to such an extent that manipulation 
would jeopardize the patient’s prospects 
for recovery. This type of colostomy has 
been used also to sidetrack the fecal 
stream from bowel that is the site of di- 
verticulitis with or without fistula forma- 
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tion. It does not always do so but it 
closely approximates the colostomy in dis- 
continuity. When it has served its purpose 
—closure of the transverse slit restores 
continuity and replacement within the ab- 
domen may be done. 

In some instances exteriorization of a 
freely movable segment of normal trans- 
verse or sigmoid colon is done and ap- 
proximation of the proximal and distal 
limbs effected (fig. 5f). The protruding 
bowel is now sectioned at its apex and 
diversion of the fecal stream is accom- 
plished. The long limbs of protruding 
bowel aid in diverting the fecal stream as 
in colostomy in discontinuity. This has 
been done for injuries to the rectum. Fol- 
lowing healing in the pelvis closure of the 
double barreled colostomy is effected by 
crushing the spur. Thus this colostomy 
with a spur is a “convertible” type from 
one of discontinuity to one of continuity. 


IV. Colostomy on End 

This type of colostomy is the artificial 
anus that remains following complete ex- 
cision of the left colon or rectum and the 
natural anus. It may be placed according 


Unusual Foreign Body in the Colon 


A 52 year old woman as reported in the 
Am. Jour. Surg. [82:657-658 Nov. (1951) | 
two years previously was subjected to an 
extensive abdominoperineal resection of 
the rectum for an extensive basal cell 
carcinoma of the anus. On February 28, 
1950, while taking her daily enema 
through her colostomy, the patient stooped 
over to pick up something that had 
dropped on the floor. The rectal tube 
slipped off the glass connector and was 
completely retained in the transverse 
colon. All efforts to get this tube to pass 
were to no avail. On March 4, 1950, the 
abdomen was reopened, the transverse 





to the practice of the surgeon and the 
available segment of bowel at a convenient 
place on the abdominal wall. Its applica- 
tion in the perineum is not desirable in 
the absence of a sphincter and there has 
not been devised a satisfactory method for 
the mechanical control of feces at this 
location. 


Discussion 


Many surgical techniques have been 
described in the literature for each of the 
four types of colostomy presented. Al- 
though many variations in the details of 
construction are practiced the essential 
purpose for each variation within the 
type is the same regardless of how the 
colostomy is made. It is not the purpose 
of this paper to describe the surgical 
technique of any of the type described. 
This will be done in a subsequent paper. 
It is the purpose however, to point out 
what may be expected from each of the 
types, to establish a nomenclature for 
the student so that the terms used to 
describe the operation may be significant, 
and avoid the confusion that is present 
when the unqualified term “colostomy” 
is used. 


25 East Washington Street 


colon was grasped and the retained rectal 
tube was milked down to the colostomy 
stoma, where an assistant inserted his 
finger, felt the tube end and grasped it 
with a hemostat and withdrew the rectal 
tube without traumatizing the colon mu- 
cosa. The adbominal incision was closed 
routinely. The patient made an unevent- 
ful convalescence. George C. Israel, the 
author, now recommends to his patients 
having to irrigate their colostomies that 
they discard rectal tubes before they be- 
come soft and always to use a rectal tube 
that is drawn through a hygeia nipple for 
a distance of 4 to 6 inches to prevent a 
similar occurrence. 


D. C. C. 
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Anesthesia for 
Anorectal Surgery 


Discussion of Experiences with Lucaine Hydrochloride* 


There are many different types of anes- 
thesia and anesthetic agents which may be 
used for anorectal surgery. Usually the 
anesthetist will use, and defend his choice 
rather strongly, a technique which in his 
hands gives good results. While the par- 
ticular technique chosen is the best tech- 
nique in the hands of this particular anes- 
thesiologist, it may be questionable as to 
whether it is the anesthetic of choice for 
anorectal surgery. Thus a review and an 
analysis of the different techniques which 
are at our command, and a discussion of 
a relatively new agent which we have used 
with considerable success is warranted. 

The ideal anesthetic for anorectal sur- 
gery should satisfy the following: 

1. There must be elimination of pain 
during the operation. 

2. There must be adequate relaxation. 

3. There must be no distortion of 

tissue in the operative site. 

4. There must be obliteration of the 
recto-laryngeal reflex. 

. The anesthetic procedure must not 


uw 


be time consuming. 

6. There should be a speedy recovery 
from the anesthetic. 

7. The smallest quantity of drug that 
will consistently give satisfactory 
anesthesia should be used. 
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Local Anesthesia 


Disadvantages: 
1. Inconvenient to surgeon. 
2. Discomforting to patient. 
3. Distorts tissues in the area. 
4. The safety features of local anes- 
thesia have been overrated. 

. One must be familiar with the sur- 
gical anatomy in this area to avoid 
blind poking with the block needle 
and the use of an unnecessarily 
large quantity of anesthetic solu- 


on 


tion. 


Intravenous Anesthesia Prior to 
the introduction of curare in the field of 
anesthesiology, Pentothal and _ nitrous 
oxide-oxygen combination were used for 
rectal surgery with a high incidence of 
laryngospasm. The recto-laryngeal reflex 
was not obliterated. Any manipulation of 
the external sphincter would result in a 
spasm. Often this was blamed on Pento- 
thal, and not the fact that it was not being 
used correctly. Today, a combination of 
Pentothal and curare have been used with 
some success. Here the danger of respira- 





*Lucaine Hydrochloride, Brand of Pipethocaine 
Hydrochloride, supplied by Maltbie Laboratories, 
Inc., Newark, New Jersey. 

From the East Orange General Hospital, East 
Orange, New Jersey. 
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tory apnea is ever present and not in- 
frequently requires the insertion of an 
endothracheal tube. In cases where the 
prone position is used, it is mandatory that 
the endotracheal tube be inserted before 
positioning the patient. 

Caudal and Transsacral Anes- 
thesia Many anesthesiologists feel that 
this is the anesthesia of choice for this 
type of surgery. However, it requires a 
certain amount of time to perform the 
block, often taking longer to obtain the 
anesthesia than to actually perform the 
surgical procedure. It requires a skilled 
anesthesiologist. The procedure involves 
seven needle punctures which is not ap- 
preciated by the patient. It has been 
shown that if the caudal alone were done, 
about 75% of the patients will obtain 
satisfactory anesthesia. This will not lead 
to good results. A transsacral added to a 
caudal will produce satisfactory anesthesia 
in about 95% of the cases. Thus the time 
factor involved, the discomfort to the da- 
tient, and the necessity for a skilled anes- 
thesiologist to conduct the procedure, has 
not made this procedure too popular or 
widely used. 

Spinal Anesthesia This type of an- 
esthesia appears to satisfy the criteria 
which have been set up for this type of 
surgery; there is excellent relaxation; 
obliteration of the recto-laryngeal reflex; 
the procedure is not time consuming; pa- 
tients are usually awake and comfortable 
during the procedure and if they wish to 
be asleep this can be accomplished with a 
minimal of Pentothal without fear of the 
laryngeal reflex spasm. The spinal anes- 
thetic agents that may be used are pro- 
caine, Pontocaine, Nupercaine and Lu- 
caine. We are partial to Lucaine because 
patients were able to maintain complete 
power of their lower limbs and were able 
to assist in the positioning and transferral 
to the wards. They require less attention 
upon returning to bed. The patients do 
not have the over-whelming sensation and 
fear of being “dead from the waist down”. 


Results 

1. Satisfactory anesthesia and relaxation 
was always obtained with 20 mg. of Lu- 
caine. When smaller quantities of Lucaine 
were used, sensory anesthesia appeared 
but the relaxation was lacking. Thus we 
obtained with Lucaine low spinal anes- 
thesia of greater duration than with pro- 
caine and with doses 1/5 as great. 

2. The patients were always able to as- 
sist in the positioning whether it be to the 
prone, lateral of lithotomy positions. This 
co-operation was important especially in 
heavy patients. Some cases were supple- 
mented with Pentothal anesthesia simply 
because the patients requested to be 
asleep. We did not hesitate to give Pento- 
thal to patients in the prone position fol- 
lowing the block. There were no cases of 
laryngospasm. 

3. There was no fall in blood pressure 
despite the fact that no vasopressors were 
used prophylactically in this series. This 
we believed to be due to the fact that only 
the sacral nerves, and at most only the 
lower lumbar nerves, were involved. 

4. This type of anesthesia was particu- 
larly well suited for patients who did not 
like to lose consciousness. It also tended to 
eliminate fear or apprehension which may 
come over patients who fear the sensation 
of paralysis from inability to move their 
limbs. 

Anatomy The upper portion of the 
rectum is not supplied with sensory nerves 
and therefore there is no pain when dis- 
eased. However, the lower portion of the 
rectum, anal canal and anus is liberally 
supplied with sensory nerves which are 
derived from the sacral plexus, and thus 
this area is severely painful when diseased. 
The external sphincter muscle receives its 
nerve supply from the sacral plexus, es- 
pecially the third and fourth nerves. The 
levator ani also receives its nerve supply 
from the sacral plexus. Therefore, to ob- 
tain maximal relaxation and loss of sen- 
sory sensation the sacral nerves must be 


blocked. 
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Technique With the patient in a 
sitting position a lumbar puncture was per- 
formed through the third or fourth lumbar 
interspace. One cc. of cerebral spinal 
fluid was withdrawn into a syringe contain- 
ing 20 mg. of Lucaine dissolved in 2 cc. 
of 10% glucose. The total volume of 3 
cc. was then introduced into the subarach- 
noid space. A small amount of cerebral 
spinal fluid was again withdrawn at the 
end of the injection to ascertain if the 
needle was still properly placed and that 
all 3 cc. had been injected into the sub- 
arachnoid space. The patient remains in 
a sitting position for 35 seconds and is 
then placed in a 10° Fowler position or a 
horizontal position. Anesthesia was ob- 
tained by the time the patient was _posi- 
tioned, draped and prepared for surgery, 
approximately 5 minutes. 


The following cases were operated with 
Lucaine Hydrochloride spinal anesthesia: 
and fistula 5, pilonidal cyst 8, hemor- 
rhoidectomy 20, anal fissure 4 and rectal 
abscess 3. 

Investigational work by Lundy, F-sex 
and Kernohan with injections of high con- 
centrations of procaine into the subarach- 
noid space of rabbits resulting in total 
paralysis indicated that the high concen- 
trations of the procaine or the insertion of 
the spinal needle damaged the spinal cord 
and that the nerve roots in the subarach- 
noid space appeared to escape damage. 
Thus, we feel that a spinal anesthetic 
agent such as Lucaine, which involves 
mainly sensory nerves and not the medulla 
of the spinal cord, offers a safer anesthetic 
agent, obviating the danger of cord dam- 
age. 
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Dr. Walter C. Alvarez Honored 
Dr. Walter C. Alvarez of Chicago, na- 


tionally known medical editor, author and 
teacher, has been honored as recipient of 
the first Honor Award to be given by the 
American Medical Writer’s Association. 
The award, consisting of a gold medal and 
certificate, was presented to Dr. Alvarez at 
the dinner on the occasion of the 9th 
Annual Meeting of the Association in St. 
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5. Lundy, J. L.: Sacral Block Anesthesia in Proc- 
tologic perations. American Journal of Surgery, 
Vol. 79, pg. 137, January 1950. 

6. Cregler, R. E.: Pentothal Sodium in Anorectal 
Surgery. American Journal of Surgery, Vol. 79, pg. 
140, January 1950. 

E Carmel. A. G.: Spinal Anesthesia in Proctolegy. 
American Journal of Surgery, Vol. 79, pg. 144, Janu- 
ary 1950. 

144 South Harrison Street, East Orange 


188 South Sixth Street, Newark 


Louis, recently. Dr. Alvarez is Editor-in- 
Chief of Modern Medicine, Professional 
Lecturer at the University of Illinois Col- 
lege of Medicine, and has had a distin- 
guished career as gastroenterologist and 
teacher at the Mayo Foundation, Univer- 
sity of Minnesota. The Association is in- 
itiating this year an Honor Award which 
will be given from time to time to a non- 
member “who has made distinguished con- 
tributions to medical literature.” 
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Incidence of 


Ano-Rectal Diseases 


A Comparison of Pathologic Lesions in 


Outpatients with Hospital Surgical Patients 


The consistent efforts of various agencies 
to alert the general populace to the 
menace of cancer has resulted in the 
establishment of varied facilities for the 
detection and treatment of this dread 
disease. Some agencies have had a most 
gratifying experience in this field and 
have won permanent acceptance and co- 
operation from patients and_ physicians. 
The experiences detailed by Doctors Clif- 
ton and Rush, at the New Haven Cancer 
Detection Center since 1947 have been of 
the more satisfactory kind. They illustrate 
the potential value of such a center when 
integrated with a Tumor Clinic and, as in 
their case, with a Tumor Registry of a 
Medical School (Yale). These authors 
are aware of the short-comings of such a 
program and admit that, “The percentage 
of silent cancers detected in a group of 
patients as a result of a single examination 
of each patient may not be high enough 
to justify the cost of operation of a detec- 
tion center.” They believe, however, that 
the “indirect benefits derived from de- 
tection centers in addition to the cancers 
detected, do justify the continuation of de- 
tection centers in selected institutions. 
These indirect benefits include the use of 


GEORGE J. RUKSTINAT, M.D.* 
Chicago, Ill. 


the detection centers for the evaluation of 
new methods of detection, the contribution 
made by the detection centers to the edu- 
cation of the medical and lay public con- 
cerning cancer detection, and lastly, the 
benefits from early diagnosis of diseases 
other than cancer.” In an effort to par- 
ticipate in such a program, a Cancer Pre- 
vention Center, sponsored by the American 
Cancer Society, was installed at the 
Loretto Hospital from 1948 to 1950. Dur- 
ing that period a total of 295 women, from 
22 years to 71 years of age. were inter- 
viewed for a detailed social and medical 
history. This was followed by a complete 
medical examination including a digital 
rectal palpation and a_ proctoscopic  in- 
spection. it is with the two latter proce- 
dures that this evaluation of the clinical 
experience is especially concerned. 

Nine women (3.0%) objected to a rectal 
or proctoscopic examination so no record 
could be made of rectal conditions. In ad- 
dition thirty women (10%) came so 
poorly prepared, even after repeated in- 
structions, that the proctoscopic examina- 





*From the Departments of Pathology of Holy 
Cross and Loretto Hospitals and the Stritch School 
of Medicine of Loyola University, Cnicago, Illinois. 
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tion was unsatisfactory. Of the women 
with previous rectal operations thirty-one 
(10.5%) had had a hemorrhoidectomy. 
six (2%) had had a rectal fissure removed 
and one (0.39%) had had a rectal pro- 
lapse resected. Only seven women com- 
plained of hemorrhoids and one of anal 
pruritis. In contrast to this low per- 
centage of complaints is the finding that 
one-third (33%) of the total had ano- 
rectal disease. The exact numbers and 
types of lesions are arranged in Table I. 

Even more impressive is the tabulation 
of lesions found on routine proctoscopic 
examination of presumably normal people 
in a larger series of the Chicago Cancer 
Prevention Centers. Their exhibit at the 
1952 Annual Meeting of the Illinois State 
Medical Society furnished the figures for 
Table II. 

In addition to the physical findings en- 
countered in the Loretto Hospital group, 
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ANO-RECTAL LESIONS IN 295 FEMALE 
PATIENTS AT THE CANCER 
PREVENTION CENTER OF 

LORETTO HOSPITAL 
































Number of 

Lesion Patients Percent 
Hemorrhoids 

Total 83 28.1 
Hemorrhoids External 63 21.3 
Hemorrhoids Internal 10 30 
Hemorrhoids Combined 10 ae. 3.0 
Pruritis titi 
Anal Fissure 3 ; 1 00 
Anal Fistula mah EM 7 033 ‘‘ 
Rectal Polyp (Benign) +. 1.00 
Anal Polyp . | ae 33 7 
Anal Papillae i ies ae 
Veruca rn je 2 
ax  ¢ |. 
Perianal_ Thrombus o 0.33 

Total 98 or ; 33%, of 


grand tota! 











(Vol. 3, No. 4) DECEMBER 1952 


the source of information regarding the 
center is of considerable practical interest. 
Word of mouth publicity was as good as 
all other sources of information, e.g., 
Radio, Television, newspaper and maga- 
zine communications. This observation 
should point the way for private physicians 
to spread knowledge of cancer and the 
means for early detection and treatment. 
Almost half of the women had had near 
relatives afflicted with carcinoma: and so 
were intensely interested in their own 
status in regard to this condition. One 
woman had had a breast removed for car- 
cinoma five years previously and showed 
no signs of recurrence. Most of the other 
patients evinced interest in cancer varying 
from phobia to resigned fatalism. About 
five percent were “shoppers” who were 
already under the care of one or more 
physicians but wanted additional attention. 

In order to gain some insight into the 
eventual treatment of patients for ano- 
rectal disease in community hospitals, 
studies were made of the pathological 
specimens of Holy Cross and Loretto Hos- 
pitals for the year Jan. 1 to Dec. 31, 1951. 
These appear in Table III. 

Discussion The statistical compari- 
sons tabulated above have a chronological 
sequence. The patients admitted for ano- 
rectal diseases to the two hospitals were, 
in general, from the same communities and 
economic status as those evaluated pre- 
viously at the Loretto Cancer Prevention 
Center. The male patients who entered 
the hospitals during the same_ period 
furnished an opportunity to compare the 
sex incidence of these ailments which were 
treated surgically. All of the specimens 
obtained at surgery were examined 
pathologically. Most of the specimens 
were well preserved but at least 5% were 
altered by squeezing, twisting or coagula- 
tion so that histological detail was im- 
paired. 

To minimize the latter, instruction in 
biopsy technique was emphasized at 
clinical pathological conferences. The 
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preservation of the entire specimen in the 
case of a small polyp was stressed. This 
allowed for study of the stalk and pendu- 
lous. parts of the polyp. Many so-called 
sessile polyps were found to have a 
demonstrable stalk contrary to the usual 
concepts of such tumors. Where masses 
were too large to be taken in their en- 
tirety, multiple biopsies were encouraged 
to yield a more accurate picture. 

In several instances sponge biopsies 
were made of removed cancerous growths. 
It was found that considerable pressure 
was necessary to detach representative 
cells from the tumor. The easily obtained 
material from ulcerated masses often 
showed debris of no diagnostic value. The 
force needed to detach cells from over- 
hanging polypoid masses seemed certain 
to cause as much bleeding as a well 
planned biopsy. Encouraging reports on 
the use of cellulose or gelatin sponge in 
the diagnosis of malignancies are extant. 
One of the most recent of these is by 
Gladstone? who considers the risk of 
missing a carcinoma less by the sponge 
method than by standard biopsy. Ob- 
viously, however, cells partly changed by 
autolysis will detach most readily from a 
tumor and adhere to a sponge. More im- 
portant is the lack of a clear picture of 
invasion growth which can be obtained 
from a careful biopsy. At present the 
safer course seems to employ the sponge 
technique as an adjunct to biopsy. Careful 
biopsy studies are especially valuable of 
polyps when the histologic picture de- 
termines the method of treatment. Thus 
Fisher and Turnbull*® devote a great part 
of their recent article on colon and rectal 
polyps to pathologic classifications. They 
emphasize the variants in a single polyp 
and stress investigation by multiple bi- 
opsies or serial sections to determine the 
true character of these growths. This 
variability was also recognized by Helwig‘ 
who demonstrated adenomatous and papil- 
lary components in the same _ polypoid 
growths. 
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The most common lesions of the ano-rec- 
tal region are hemorrhoids, forming as 
they did 84.8% in the Loretto Cancer Pre- 
vention Center Group and 77.6% and 
51.3% respectively of the Holy Cross and 
Loretto Hospital surgical groups. The inci- 
dence of thrombosis, ulceration and infec- 
tion was in small fractions of a percent 
and in no instance was malignant change 
seen. The combination of hemorrhoids with 
anal fissure, fistula and ulcer occurred in 
from 5 to 11% of the patients. No instance 
of familial polyposis was encountered and 
since its recommended treatment is extir- 
pation, it need be considered but briefly. 
This type of growth is conceded to be the 
most likely to be the eventual site of 
carcinoma. Thorough intestinal studies 
should be made to exclude it as recom- 
mended by Mayo et al.® in a recent report. 

Their report is based on 95 patients 
with diffuse familial polyposis seen at the 
Mayo Clinic in a fifteen year period ending 
in 1947. Highly significant is the fact that 
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FINDINGS IN 3000 ROUTINE 
PROCTOSCOPIC EXAMINATIONS OF 
PRESUMABLY NORMAL INDIVIDUALS 


1500 men 1500 women 












































Polyps 123 &3 
Internal Hemorrhoids 9 §3 
External Hemorrhoids 28 59 
Int-Ext Hemorrhoids 264 284 
Epithelioma ! | 
Cryptitis i 49 
Papillitis 7\ 213 
Fissures 7 42 
Fistula 6 9 
Pilonidal Cyst 8 4 
Pruritus 8 4 
Ulcerative Colitis 0 6 
Rectal Prolapse 0 6 





Total patients with polyps 206 or 6.8% 
Nineteen patients with malignant 
polyps or 0.6% 
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tney made a diagnosis of this condition by 
proctosigmoidoscopic examination in 
100% of 93 of their patients. The others 
had large carcinomas of the bowel pre- 
venting inspection proximal to this lesion. 

Mayo and his co-workers summarize 
their article, in part, as follows: “The 
malignant potentialities of each individual 
polyp, when multiplied by the myriads of 
polyps present, make this disease the most 
dangerous precursor of malignancy known. 
It is no exaggeration to say that every per- 
son with untreated, diffuse polyposis of the 
colon will die of carcinoma of the colon 
before he reaches the age of 50 years or 
will have an advanced malignant disease 
of the colon when he reaches the age of 
50 years.” They believe preservation of 
the anus is important and therefore clear 
the distal 20 or 24 cm. of the colon of 
polyps by fulguration and then perform 
a single stage subtotal colectomy with end 
to end ileosigmoidostomy. Where the dis- 
tal part of the bowel had a hyperplastic 
polypoid involvement, total colectomy is 
performed with the establishment of an 
iliac stoma. Finally the patient is advised 
to have a careful proctosigmoidoscopic 
examination every 6 to 12 months. 

The most important lesion of the ano- 
rectal region, carcinoma, was not found 
in any of the Cancer Prevention Clinic 
Patients in my series. It was found in 
5.40% of the 222 patients who entered for 
such diseases at Holy Cross Hospital and 
in 2.25% of those similarly classified at 
Loretto Hospital. Additional studies are 
planned for a five year period of survival 
rates and other data. It is highly signifi- 
cant that more than one-half of the 
patients with carcinoma of the rectum had 
had a hemorrhoidectomy within a year of 
their operation for carcinoma. These pa- 
tients had been treated for “piles” else- 
where and had not had a rectal or proc- 
toscopic examination prior to the hemor- 
rhoidectomy. 

This failure to employ the simple pro- 
cedures of rectal examination and _ proc- 
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tosigmoidoscopic inspection account in 
great measure for the late detection of 
numerous carcinomas. According to Welch 
and Giddings,® about nine months elapse 
between the first appearance of bowel 
symptoms and_ operative intervention. 
Nearly two-thirds of their patients with 
cancer of the colon and rectum were in- 
curable when they entered the Massachu- 
setts General Hospital. They feel that 
improvements in technic are not the an- 
swer to the problem since operative mortal- 
ity is low. Further control depends on 
routine proctosigmoidoscopic examination 
as an integral part of the physical ex- 
amination. This conclusion is based on 
the fact that one-half of the carcinomas of 
the rectum can be felt on rectal examina- 
tion and two-thirds of all large bowel 
carcinomas can be seen through the sig- 
moidoscope. 

The same theme is stressed by Ander- 
son‘ who lists the most common causes of 
rectal bleeding in the following order: 1) 
carcinoma; 2) polyps; 3) ulcers; 4) 
internal hemorrhoids; 5) rectal prolapse; 
and 6) anal fissures. In children he lists 
proctitis, colitis and intussusception as 
more probable causes of bleeding but 
indicates that foreign bodies and Meckel’s 
diverticulum must also be considered. 

Additional reports of low operability 
for carcinoma of the colon include that 
from the University of Iowa Hospitals for 
the years 1937-44.8 In 224 patients with 
tumors of the colon only 117 or 52% 
were resectable. The death rate for the 
entire group was 20.5%, for the resections 
19.6%; for palliative operations 20.9%; 
for one-stage resections with immediate 
ileocolostomy 29.2% and for the Mikulicz 
type of operation 50%. Even with the 
early antibiotic therapy available, sepsis 
due to local or generalized peritonitis was 
responsible for 57.13% of all deaths. The 
survivors were often hampered by per- 
sistent colostomies, fecal fistulas and 
wound disruptions. 

During the same period Bacon® at Tem- 


301 












ple University studied 461 patients with 
carcinoma of the anus, rectum and pelvic 
colon. He found an operability rate of 
91.9% and a resectability rate of 80.4%. 
Most gratifying was the fact that the 
sphincter muscle might be preserved in 
80% of carcinoma of these parts. Abdom- 
inal colostomy was omitted in 70.6% of the 
patients and 63% of these were subjected 
to proctosigmoidectomy with a mortality 
of 6.3%. Preoperative treatment was 
stressed and protein reinforcement was 
employed together with vitamin supple- 
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ments, blood transfusions and non-absorb- 
able sulfonamide medication. This regimen 
is basically the one now commonly em- 
ployed, with local modifications. It has 
helped to decrease morbidity and mortal- 
ity in disease of the large bowel which 
require surgical intervention. Unfortu- 
nately, as has been repeatedly stressed. 
patients present themselves in an _ ad- 
vanced stage of carcinoma where extensive 
invasion and metastases have occurred. 
Although the diagnosis of carcinoma of 
the rectum is relatively easy on digital 





ANO-RECTAL PATHOLOGICAL SPECIMENS FROM 
HOLY CROSS AND LORETTO HOSPITALS IN 1951 
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Holy Cross 

Male Female Male Female 
Hemorrhoids—External 9 i 8 Ic 
Hemorrhoids—Internal 7 7 2 ; ss ran 
Hemorrhoids External & Internal = a tti(‘é‘a tw” , oa 
Hemorrhoids Thrombosed ea a a oe _ 
aaa 8=6nrst“<‘ ‘(O'‘i‘i‘i‘C;‘C‘COHhUC;t;™SCCSmh~<;}3XSGTCrarC<CStéi‘< iC C;”étCrYd?C 
Fistula of Anus _ 16 ie eo. cae _ ae 
Papilloma of Anus a 2 ~ 
Polyps of Rectum (Benign) oo i ay “ eetes + oo 4 aa, 
Polyps of Rectum (Malignant) SO  — - ; = ae ; 7 
Carcinoma of Rectum 3 2 4 ; ae 
Carcinoma of Recto-Sigmoid a 2 a e we 
Anal ulcer” 2 2 4 
Anal ulcer with early carcinoma : : i - im 
Rectal Prolapse” 3 <4 a — 
Pilonidal Sinus ti(‘iéSCOOC*r 8 eae Nel 
Ischio-Rectal Abscess 7 -_s : See ee eat eS tse 
Recto-Vesical Fistula (Prostatectomy) ‘ | c cae : —s 
Ulcerative Colitis 2 a fu 
Pruritus (Resection of skin for) 1  -_- 

128 a 94 ae 9? gi 91 a 

Grand Total Ano-Rectal Conditions 222 188 
Yearly Total of operations 1085 major 882 major 


1802 minor 
2887 Total 
7.7% ano-rectal 


1164 minor 


2046 Total 
9.1% ano-rectal 
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and proctoscopic examination, it is occa- 
sionally missed on X Ray studies. The 
great mass of contrast medium distending 
the rectum may obscure the tumor even 
when large but situated close to the anus. 
In the upper part of the rectum and 
throughout the colon, polyps and other 
tumors are readily demonstrable. In fact. 
che demonstration of such lesions is often 
dramatic when using the techniques of 
Fischer'’ and Weber.'! A combination of 
contrast medium and air insufflation reveal 
bowel abnormalities in astounding clarity. 

Of the lesions, extrinsic to the upper 
part of the rectum, and likely to present 
a diagnostic problem is diverticulitis. 
Turrell'2 states about 5% of people forty 
years of age or older have diverticula of 
the colon. This incidence has been born 
out by necropsies at the Mayo Clinic and 
is cited by Buie.'* He also indicates that 
roentgenologic incidence varies from 1.24 
per cent to 5.9 per cent. Fortunately, most 
people harboring diverticula are not aware 
of the fact and go through life without 
mishap. Those victims of diverticulitis or 
perforation may develop an inflammatory 
constriction of the bowel which may simu- 
late a carcinoma and may call for drastic 
surgical efforts to rectify the condition. 
More rarely perforation may lead to ab- 
scess formation and eventually calcifica- 
tion. Such a case was recently reported 
by Rademaker and Rayer.'* Their patient, 
a woman 78 years of age, developed pres- 
sure and aching in the abdomen and geni- 
talia. At operation a calcified diverticulum 
weighing 21% lbs. was found in the cul-de- 
sac of Douglas attached to the sigmoid 
colon. Carcinoma occurs in diverticula 
occasionally and then may be associated 
with the usual complications of diverti- 
culitis. 

A less frequent extrinsic lesion corcerns 
vascular changes of the appendices epiplo- 
ica. These structures occasionally are 
altered by emboli, either bland or bacterial 
and by venous thrombosis leading to in- 
farction. The latter occurs especially in 
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fat tags which are on a long narrow base 
and have a heavy broad free end. At times 
infarction leads to hemorrhage from the 
tag so a chemical peritonitis results. At 
times a fibrinous exudate seals the tag to 
a neighboring organ setting up masking 
pain pathways. Again this process may 
be so silent that the fat tag becomes de- 
tached to form a free body or to attach 
to an organ at a considerable distance 
from the detachment site. 


Summary 


1. A statistical survey is reported draw- 
ing comparisons between ano-rectal dis- 
eases in a group of patients at a Cancer 
Prevention Center and Hospital patients 
in the same and a comparable hospital. 

2. Hemorrhoids were the chief lesions 
encountered in women at the Cancer Pre- 
vention Center and constituted 28.1%. 
They formed 22.5% of operated lesions 
in women at Holy Cross Hospital and 
28.3% among the men. At Loretto Hos- 
pital hemorrhoids formed 35.1% of op- 
erative lesions among the male patients 
and 32.% among the women. 

3. Malignant polyps were not encount- 
ered in the group examined in the Cancer 
Prevention Center but occurred in 2.2% 
of the patients submitting to ano-rectal 
surgery at Holy Cross Hospital. Three 
such polyps were in men and two in 
women. One polyp in a man was mel- 
anotic and markedly anaplastic. No ma- 
lignant polyp was found in any of the 
patients at Loretto Hospital although 
twelve such polyps were submitted for 
biopsy on out-patients. Eight of these 
patients were subsequently admitted for 
bowel resection since the polypoid masses 
examined represented parts of a_ car- 
cinoma, 

4. With the exception of hemorrhoids, 
few ano-rectal conditions were found in 
a series of Cancer Prevention Center pa- 
tients of which they were not already 
aware. 

5. Carcinoma of the rectum or recto- 
sigmoid was feund in 5.40% of patients 
admitted for ano-rectal diseases at Holy 
Cross Hospital and 6.35% at Loretto 
Hospital. 

6. Rectal digital examination § and 
proctosigmoidoscopic inspection should 
be a part of every complete physical ex- 
amination. Every patient with hemor- 
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rhoids should have such an examination 
prior to hemorrhoidectomy to eliminate 
a carcinoma or polyps which might pro- 
duce a carinoma. 

7. Studies of current groups of patients 
in small and medium-sized hospitals 
serve to alert the medical staff members 
to condition in their communities. Sta- 
tistics on small intimate groups thus fo- 
cus attention on the problems likely to be 
encountered locally where they can be 
dealt with readily. 
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sphincter action. (2) Better mobilization 

of the colonic segment with less tension 

at the mucocutaneous approximation. (3) 

Fistulae to urinary tract or vagina are 

readily discovered and repaired. (4) 

Other intraabdominal abnormalities may 

be discovered. Frozen section microscopic 

studies for Auerbach’s ganglia are routine 
on the terminal colonic segment before it 
is pulled through for mucocutaneous su- 
ture. 

Suggested immediate treatment for the 
various types is as follows: 

TypeI: Repeated dilations. 

Type ll: Perineal anoplasty with repeat- 

ed dilations. 

Type III: Combined abdominoperineal 
anoplasty if there is no fistula 
to the perineum. Repeated dila- 
tations of the perineal fistula if 
one exists. 

Type IV: Abdominoperineal anoplasty. 

V0.8. 
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Polypoid 


Polypoid disease generally describes 
benign growths in the rectum and colon, 
although adenomatosis perhaps is the more 
proper term. A polyp is defined as a 
“smooth and pedunculated growth arising 
from mucous membrane, as of the nose, 
bladder, rectum, etc.” There are other 
growths without a_ pedicle, however, 
termed sessile polyps. Thus, polypoid 
tumors may be sessile or pedunculated, 
single or multiple, and either diffuse or 
limited to one segment of the bowel. Two 
types of adenomas of the colon are recog- 
nized: The adolescent or congenital type 
and the adult or acquired variety. 


Etiology 


This article does not purport to explain 
exhaustively the known and the theoretical 
regarding the etiology of polyps of the 
colon and rectum. Unsettled question still 
challenge investigators but until they are 
resolved, practicality demands certain 
simple acceptances: 

Neoplasms of the bowel may arise from 
the basic structures of the wall of the 
bowel, such as: myoma from the muscle 
tissue; neuroma from the nerve tissue; 
fibroma from connective tissue, and lipoma 
from fatty tissue. 

Adenomas are tumors with a glandlike 
structure. Although they are in them- 
selves benign, they have a predisposition 
to malignancy and should be classified as 
precancerous lesions having an almost cer- 
tain metamorphosis to carcinoma and 
therefore requiring immediate complete 
removal in treatment. 
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Disease 


CAESAR PORTES, M.D. 
Chicago, III. 


Symptoms 


Single Polyps because of the nervous 
physiology of the rectum and colon, a 
single small polyp whether sessile or 
pedunculated is not likely to give rise to 
symptoms of pain; indeed, there may be 
a complete absence of symptoms, and the 
polyp may be discovered accidentally dur- 
ing routine examination or during ex- 
amination for an unrelated condition. 

The size, consistency, and shape of 
polyps influence their clinical manifesta- 
tions. Two symptoms are especially im- 
portant in diagnosis: bleeding and change 
in bowel habits. 

Bleeding: Small hard polyps may 
present little bleeding. The usual type 
shows mucus mixed with blood. If, how- 
ever, the polyp is large and more friable, 
so that it is subject to trauma from hard 
feces or from the contraction of the bowel, 
then bleeding is more profuse and there 
may be hemorrhage. Larger polyps with- 
out a pedicle should be regarded more 
seriously than those that are smaller. 
Stools covered with blood should always 
suggest a bleeding polyp. 

Change in Bowel Habits: A large ped- 
unculated polyp stimulates that segment 
of the bowel to hyperactivity in an attempt 
to get rid of the foreign body, with result- 
ant cramps, urgency of stool, a feeling of 
unsatisfactory evacuation, and the passage 
of mucus and blood with the stool. 

Multiple Polypoid Disease Some pa- 
tients may be completely asymptomatic; 
others may have one or more or all of the 
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following symptoms: frequent mucopuru- 
lent discharges from the bowel, tenesmus. 
gas, abdominal pain, change in bowel 


habits. 


Diagnosis 

Palpation The presence of polyps in 
the lower half of the rectum can be ascer- 
tained by digital examination; however, 
small sessile polyps and polyps that are 
soft are easily overlooked on digital 
examination. A polyp on the long stem 
may also elude detection because of its 
mobility. 

Proctoscopic Examination By far the 
most important diagnostic method in 
polypoid disease is the proctoscopic 
examination: 

The patient is instructed in proper 
cleansing preparatory to the examination, 
because unless the colon and rectum are 
well cleansed the examination may not 
be satisfactory. 

The patient is placed in an inverted 
position, so that the abdomen is free to 
permit the sigmoid colon to drop forward. 


Fig. I. Roentgenogram showing rigid stove-pipe 
appearance in ulcerative colitis. 
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Fig. 2. Carcinoma with polyposis. 


The proctoscope is introduced carefully 
and under vision is advanced to its full 
length. As the instrument is gently with- 
drawn, inspection is made of every part 
of the colon and rectum. The proctoscope 
is rotated in a clockwise fashion, especially 
ironing out the rectal valves, because many 
polyps are found hidden behind these 
valves. 

The finding of blood during proctoscopic 
examination should immediately suggest 
the presence of a neoplasm within reach or 
somewhat higher than the reach of the 
proctoscope. 

The possibility of the phantom or elusive 
polyp should always be borne in ‘mind. 
Such polyps are seen at one time and can- 
not be found on repeated examination. The 
search must be diligent and repeated as 
often as is required until the polyp is lo- 
cated. 

Biopsy All polyps are potentially malig- 
nant and require immediate destruction. 
There is nothing to be gained in the delay- 
ing action of a punch biopsy, for the 
polyps must be removed regardless of the 
pathologist’s report. It is my practice to 
remove the polyp completely by the 
electrocoagulating snare, thus performing 
two services in the single procedure: the 
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Fig. 3. Malignant and premalignant polyposis. 


removal of tissue for biopsy and the com- 
plete removal of the polyp. 

Roentgenologic Study When a single 
polyp or several polyps are found in the 
rectum or sigmoid colon, it is advisable 
to follow through with double contrast 
barium enema roentgenologic study of the 
remainder of the colon in order to rule out 
the possibility of polyps elsewhere beyond 
the reach of the proctoscope. Routine 
roentgenograms have revealed many 
lesions in the cecum not otherwise dis- 
closed. 


Treatment 


Surgery The polyp that is found on 
digital examination and can be exposed 
outside the anal canal is treated simply— 
in the same manner in which a hemorrhoid 
is treated. A suture is taken at the base 
of the polyp, the polyp clamped, excised 
and ligated, the base transfixed. 

Polyps in a higher location, visualized 
on proctoscopic examination, are treated 
by electrosurgery—either fulguration or 
electrocoagulation with snare. Fulgura- 
tion simply means the charring or burning 
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of the tissue by means of a spark. The 
amount of tissue fulgurated at one session 
depends on the individual surgeon’s pre- 
ferred technic. By this method, the pa- 
tient must return two or three times or 
more in order to have the growth eradi- 
cated completely. Fulguration is a safe 
procedure and obviates the possibility of 
hemorrhage beyond control. The occur- 
rence of hemorrhage is most likely when 
the slough comes away but there is danger 
again from the fifth to the tenth day, dur- 
ing which the patient should remain in 
bed and be under observation. Sometimes 
small topical doses of radium are used to 
safeguard against hemorrhage. Depending 
on the location of the lesions, their prox- 
imity to the vagina, uterus, urinary bladder 
seminal vesicles or prostate gland, the ful- 
guration technic must be modified to pre- 
vent perforation. Only when the lesions 
are extensive and deep-seated should a 
general anesthetic be employed, because 
in so far as possible, the cooperation of 
the patient should be had. 





Fig. 4. Multiple polyposis. 
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Fig. 5. Roentgenogram. Polyposis. 


The electrocoagulating snare has its 
place in the surgery of polyps. It should 
be used in the treatment of polyps within 
ready reach of the proctoscope but should 
not be used in the long pedunculated 
polyps located in the anterior surface of 





the colon. 

Single Polyps that are beyond the reach 
of the proctoscope or are above the peri- 
toneal reflection are best treated by the 
abdominal route. Colotomy is the opera- 
tion of choice, with excision of the polyp 
and primary suture of the colon. 

The newer trend, however, is toward 
primary resection. If it were possible to 
have an accurate diagnosis made by frozen 
section at the time of surgery, this would 
not be necessary. Most pathologists are 
averse to such diagnoses, so that the sur- 
geon must rely on his judgment alone at 
the time of operation. Repeatedly after a 
simple excision and colotomy, the patho- 
logist’s report reads “adenocarcinoma.” 
This consequence of conservative excision 
is unfair to the patient who must soon 
thereafter be subjected to another opera- 
tion or else be left to the fateful watchful 
waiting by the surgeon who is himself 
left on the horns of the dilemma as to what 
to do while he hopes that the spread had 
not gone beyond the area removed at 
operation. Although the ratio of malignant 
polyps to benign growths is 1 in 8 and 
there are 7 chances that the patient is 
safe, it is far wiser for the surgeon and far 
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Fig. 5A. Excision of polyps. 
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less dangerous for the patient if the more 
radical procedure of a primary resection 
is performed at once, without risking un- 
toward postoperative developments and 
predicaments. 

Multiple Polyps Treatment of multiple 
polyps should be conservative. Total colec- 
tomy should be considered always; how- 
ever, whenever possible, it is advisable to 
conserve the lower rectum and sphincter 
muscle. The treatment of choice is ful- 
guration or electrocoagulation of all the 
polyps within the rectum and _ recto-sig- 
moid, followed by a subtotal colectomy 
and ileosigmoidostomy, with the rectum 
and sphincter retained. This procedure, 
however, must be governed by the follow- 
ing provisions: (1) that at the time of 
operation the rectum is found free of 
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carcinoma; (2) that the rectum can be 
completely freed of polyps by fulguration 
and electrocoagulation; (3) that repeated 
examination of the rectal segment will be 
periodically possible, so that if polyps 
recur, they can be detected early and re- 
moved; and (4) that the patient will 
promise to be under the surgeon’s man- 
agement or guidance for the rest of his 
days. 


Summary 


The approach to and management of 
polypoid disease is described from the 
point of view of the immediate needs of 
the practicing proctologist, without en- 
tering into the nosologic discrepancies 
and the etiologic doubts which still be- 
cloud the problem of polypoid disease. 
25 East Washington Street 











Fig. 6B. Excision of polyps. 
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Coccygodynia and 


Proctalgia Fugax 


Pain about the region of the coccyx, 
referred to as coccygodynia is a clinical 
entity only too often misunderstood, com- 
monly overlooked and improperly treated. 
Proctalgia fugax is a proctologic entity 
also referring to a specific type of rectal 
pain. We feel that both conditions men- 
tioned above are the same clinical entity; 
proctalgia fugax being the acute, and 
coccygodynia the chronic manifestation of 
this interesting syndrome. 

The most commonly described of the 
two conditions mentioned is coccygodynia. 
This condition was first described by Sir 
James Y. Simpson, in 1859. when he stated 
that, “When the coccyx or coccygeal joints 
have been injured or when the surround- 
ing structures were the seat of inflamma- 
tion, any contraction of the muscles con- 
nected with the coccyx would excite the 
characteristic pain of coccygodynia”. 

Etiology of this spasm may be either 
traumatic or infectious. We know that an 
injury to any joint, muscle or ligament 
will bring about a defensive muscle spasm, 
as evidenced by the acute scoliosis asso- 
ciated with spasm following a lumbo-sacral 
sprain. We therefore feel justified in con- 
sidering that any trauma to the coccyx 
such as a fall, childbirth, etc., might 
injure ligaments, joints, or muscles and 
also bring about a spasm of the levator 
ani, coccygeus or piriformis muscles. A 
fail on the coccyx might also tear the 
lateral sacro-coccygeal ligament and thus 


MANUEL G. SPIESMAN, M.D.* 
LOUIS MALOW, M.D.* 
Chicago, Ill. 


cause pressure upon the 5th sacral nerve 
which lies beneath this ligament, and 
which forms part of the ano coccygeal 
nerve plexus (Fig. 2—insert). Pressure 
upon this 5th sacral nerve will cause pain 
localized to the ano coccygeal region. Also 
injury to this area may initiate an in- 
flammatory reaction, proliferation of fi- 
brous connective tissue and compression 
of nerves. Any undue pressure or stimulus 
to the coccygeal area woulc thus set up an 
area of muscle and tenderness, 
which would be precipitated by muscular 
movements such as arising from a sitting 
position, the act of defecation, following 
the act of coitus, and also sitting for any 


spasm 


length of time. 

Anatomically, we are cognizant of the 
lymphatic drainage of the ano-rectum 
laterally into the levator ani muscles as 
well as via the lateral ligaments and 
superiorly along the venous networks. 
Thus, infectious processes such as cryp- 
titis, papillitis, fissure-in-ano, fistula-in-ano, 
hemorrhoids, and prostatitis would give 
rise to lympathic drainage into the areas 
of the levator ani muscles and set up a 
spasm of these muscles. It is in these 
infectious cases that digital examination 
frequently reveals tende1, irregular no- 
dules in the muscles themselves which we 
have considered as either areas of fibro- 
sitis or lymphadenitis. Therefore, in these 


*From the Proctologic Section of the Dept. of 
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cases, treatment of the coccygodynia 
necessitates eradication cf the areas of 
infection as mentioned. 

Proctalgia fugax is similar to coccygo- 
dynia, except that in this condition there 
is a sudden onset of an acute muscle 
spasm, such as that which occurs when 
an individual gets a cramp in the leg. 
This acute spasm is most likely brought 
about by an accumulation of flatus, a 
piece of stool, or coitus, setting off a 
trigger mechanism with the resulting 
spasm; or at night, any sudden uncon- 





Piriformis m. | 
{ 


scious move on the part ot the patient 
may bring into play the pelvic muscles, 
such as the gluteus minimus or piriformis 
which in turn would act as a trigger 
mechanism causing an acute spasm of the 
muscles previously mentioned. Thus the 
pathogenesis behind proctalgia fugax 
would be identical with that of coccygo- 
dynia; but naturally of a much lesser 
degree. Understanding the above etiology 
and pathology of these conditions makes 
one better able to understand the symptom 
complex. 





{ 
Levator ani m. 


Coccygeus m. 





Fig. 1. Technique of massage of levator ani, coccygeus and piriformis muscles in the treatment 
of coccygodynia and proctalgia fugax. With the index finger inserted full length into the rectum, 
the muscles are massaged in the long direction of their fibers, applying postero-lateral pressure 
starting at the spine. 
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Fig. 2. Technique of injection of coccygodynia. Needles #1, #2, #4, and #5 inject anesthetic 
oil into and about the ano coccygeal plexus, while 43 demonstrates the deposition of anesthetic 


oil into the muscles. 


Insert reveals the anatomic position of the 5th sacral nerve as it courses under the lateral 
sacrococcygeal ligament and joins the coccygeal nerve to form the ano coccygeal plexus. 


Symptoms In coccygodynia, the pa- 
tient usually complains of pain which he 
describes as being in the rectum or about 
tail bone which is aggravated by sitting 
for any length of time; sometimes notice- 
able when arising from a sitting posi- 
tion and also worse before, during, or 
after a bowel movement. In _ proctalgia 


fugax, the complaint is that of an acute 
pain in the rectum which usually comes on 
at night, awakening the patient, and has 
been described as being similar in nature 
to the pain of a “charley horse.” 
in the rectum becomes progressively worse 
until the patient is either writhing in pain 


The pain 
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or lying motionless, afraid to move lest he 
cause an exaggeration of this pain. This 
syndrome lasts from 5 to 15 minutes and 
just as suddenly subsides, leaving the 
patient symptom free except for a sense 
of relief and fatigue. In coccygodynia, the 
patient states that the pains occur regu- 
larly while in proctalgia fugax only oc- 
casionally. The diagnosis of these condi- 
tions is based primarily upon the history 
as noted above and physical findings as 
given below. 

In examining these patients, a complete 
ano rectal examination is in order, being 
on the lookout for cryptitis, papillitis, 































fistula in ano, fissure, pruritus ani, in- 
ternal hemorrhoids, and chronic prosta- 
titis. Physical examination in either or 
these conditions will reveal marked tender- 
ness on digital pressure in the region of 
the levator ani, coccygeus or piriformis 
muscles, in addition to spastic contraction 
of any of these muscles. In _proctalgia 
fugax, digital pressure upon these muscles 
produces the same discomfort as that ex- 
perienced with coccygodynia. 
Treatment of these proctologic enti- 
ties has been very successful in our hands. 
Digital massage as advoceted and _ prac- 
ticed by Thiele? and others has given us 
consistently good results (Fig. 1). This is 
performed by inserting the index finger 
full length into the rectum. and massaging 
the muscles in the long direction of their 
fibers beginning at the spine and applying 
pressure in a_postero-lateral direction. 
These massages are given two to three 
times weekly, reducing the interval be- 
tween treatments as the condition 
proves. In those patients in whom digital 
massage is not completely successful, or 
in those cases where the tenderness is so 
acute that massage is almost unbearable, 
injection of a long acting anesthetic, such 
as nupercaine in oil is given. This in- 
jection is given with a tuberculin syringe 
and a 2 inch 20 gauge needle, depositing 
the anesthetic oil about the cocyx and 
also into the muscles involved using the 
left index finger as a guide (Fig. 2). We 
use no more than 1 cc. of anesthetic oil 


im- 


A Plastic, Closed End, 
Rectal Speculum 


Charles Alexander Lamb, in the New 
England Journal of Medicine (247:25 
July 3 (1952) ], describes a plastic specu- 
lum for rectal surgery that is closed at 
the distal end with openings on the side 


(Vol. 3, No. 4) DECEMBER 1952 





at one treatment. Surgery may be neces- 
sary to clear up any focus of infection 
or infected areas such as cryptitis, papil- 
litis, fissure, fistula, internal hemorrhoids 
or chronic pruritus ani. The prostate 
should receive any indicated treatment. 

Following surgery of the ano rectum 
and its resultant post operative purulent 
drainage, symptoms of coccygodynia may 
develop, which is undoubtedly due to the 
same infectuous origin as mentioned previ- 
ously. One will have to be patient and 
allow the ano rectum to heal and the 
purulent drainage to subside before the 
symptoms will be alleviated. In those 
cases of coccygodynia where surgery is 
performed for associated anorectal path- 
ology, injection of the involved muscles 
with anesthetic oil in the operating room 
before performing the surgery will alle- 
viate a good number of these complaints. 
We have seen many patients with coccy- 
godynia who have previously been sub- 
jected to a coccygectomy with poor re- 
sults. We do not feel that coccygectomy 
has any place in the therapy of coccygo- 
dynia. The simple metheds of treatment 
mentioned above have given us uniformly 
excellent results over a long period of 
time. 
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permitting the diseased parts to be read- 
ily available, and at the same time pre- 
venting rectal contents or the rectal wall 
from obscuring the site of operation. The 
speculum is transparent, is electrically 
non-conductive, and is shatterproof. Dr. 
Lamb presents a short dissertation on the 
technic of the use of the instrument. N. B. 
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SURGICAL SEMINAR 
AMBULATORY PROCTOLOGY 





Anesthesia 


and 


Analgesia 


The 
with good exposure and a painless tech- 
nique at the time of surgery. The patient 
is primarily concerned with post-operative 
comfort. He expects no pain during sur- 
gery. The patient’s major criterion for a 
successful operation, at least during the 


surgeon is primarily concerned 


first few weeks after surgery. must be rela- 
tive freedom from pain. 

Fear of pain is the reason why most 
patients postpone necessary rectal surgery. 
They have heard of friends or relatives 
who suffered horrible agony after a rectal 
operation. It is most important that they 
be educated to the understanding that 
rectal surgery and its post-operative 
course can be painless. 

For this purpose the author has _pre- 
pared a brief text, written in layman’s lan- 
guage, and directed toward the patient. 
This text, Painless Rectal Surgery, stresses 
the relative freedom from pain when sur- 
gery is performed in ambulatory fashion 
with the use of oil soluble anesthetics for 
post-operative comfort. When this little 
book is presented to the patient by the 
referring physician, the patient loses his 
fear. Thus. necessary rectal surgery is no 
longer postponed. Further, the patient is 
better prepared for surgery insofar as a 
major anxiety-stress factor is eliminated. 
There is less tendency toward emotional 
imbalance at the time of operation, and 
psychological shock. 

Choice of Anesthetic Agent This 


author has had _ insufficient experience 


with the long-lasting aqueous anesthetic 
agent, Efocaine, to evaluate its effective- 
Local infiltration of an oil soluble 
anesthetic has been the procedure of 
choice. The oil soluble anesthetic solution 
may be employed either as a primary 
agent, or as a supplement. It has been 
our practice to use caudal analgesia, with 
one and one half per cent Metycaine, as 
the primary agent. The oil soluble an- 
esthetic is then given locally as a supple- 
ment for post-operative comfort. 

The literature would seem to indicate 
that the major disadvantage, in the hands 
of some operators, is sloughing. It would 
appear that this is due, in large measure, 
to improper technique. With proper tech- 
nique, analgesia is prompt, long-lasting 
and uncomplicated. 

It would also appear that the long last- 
ing analgesia effect is due primarily to 
nerve degeneration produced by the benzyl 
in most oil 


ness. 


alcohol soluble anesthetic 
formulae. There is slow regeneration of 
this tissue, and consequent prolonged 
analgesia. 

The various formulae suggested for the 
oil soluble anesthetics all contain an 
anesthetic agent such as procaine, Nuper- 
caine, Eucupin, anesthesin, etc., together 
with benzyl alcohol in an oil base. 

Gabriel’s modified solution is 
sweet almonds containing 0.5 per cent 
Nupercaine, 1.0 per cent phenol, and 10.0 


Anucaine con- 


oil of 


per cent benzyl alcohol. 
tains in each 5 ce. procaine base 0.05 
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Gm., Butesin (n-butyl-p-amino-benzoate, 
Abbott) 0.20 Gm., benzyl alcohol 0.25 
Gm., and sweet almond oil q.s. 5.00 Gm. 

Morgan’s solution (P.B.B.) is peach- 
kernel oil containing 1.5 per cent pro- 
caine, 6.0 per cent Butesin, and 5.0 per 
cent benzyl] alcohol. Still another formula 
contains Eucupin base 0.2 per cent, ethyl- 
aminobenzoate 3.0 per cent, benzyl alcohol 
5.0 per cent, and oil of sweet almond q.s. 
Eucupin is isoamylhydrocupreine, an al- 
kaloid synthesized from quinine. 

Benacol contains 5 cc. each of benzyl 
alcohol and anesthesin. Gabriel’s A. B. A. 
contained anesthesin 3 per cent, benzyl 
alcohol 5 per cent, and ether 10 per cent 
in sterile almond oil. His later formula 
is described above. 

These oil soluble anesthetics will pro- 
duce analgesia for a period of one to four 
weeks. If the sphincter musculature is 
infiltrated, there will be some degree of 
sphincter incontinency for a period of one 
to four weeks. 

Water-soluble anesthetics with action of 
long duration include Eucupin 0.1 cc., 
Novocain 1 cc. in 100 cc. of water (Allen), 
and Diothane (piperidinopropanediol di- 
phenylurethane hydrochloride) in 5 or 1 
per cent aqueous solution. The analgesia 
produced will last from one to three days. 

Efocaine is a solution of procaine 1 per- 
cent, procaine hydrochloride 0.25 per cent, 
Butyl-p-aminobenzoate 5 per cent and a 
solvent composed of Polyethylene Glycol- 
300 2 per cent, Propylene Glycol 78 per 
cent, and water. It also contains two 
preservatives, sodium metabisulfite 0.1 per 
cent and phenyl-mercuric-borate 1:25000. 

The principal of Efocaine is that pro- 
caine and butyl-p-aminobenzoate are crys- 
talline, slowly absorbed substances, nor- 
mally insoluble in water, but readily solu- 
ble in the solvents used in Efocaine. These 
solvents are completely miscible with tis- 
sue fluids. The anesthetic agents in Efo- 
caine are dissolved in the organic solvent 
to the saturation point. Thus, contact with 
minimal] quantities of tissue fluid brings 
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the anesthetic agents out of solution in 
crystalline form, to act as an anesthetic 
depot in situ. The solvent is said to be 
excreted within twenty four hours but the 
crystalline depot liberates the anesthetic 
drug slowly and continuously, to produce 
anesthesia for 6 to 14 days, it is claimed. 
Pooling must be avoided. Fanwise injec- 
tion with a 22 to 24 gauge needle is rec- 
ommended, injecting slowly while with- 
drawing the needle. Injection must be 
subcutaneous or intramuscular. It is said 
that afterpain, a localized pain in the area 
of injection, may occur following Efocaine 
infiltration. It may develop some hours 
afterwards, and may last for a day or two. 

Technique of Local Infiltration 
Anesthesia The patient is placed in a 
prone position, and the buttocks are re- 
tracted by adhesive tape strapping. This 
strapping is carried from a point approxi- 
mately three inches from the anal verge 


outward on the buttocks, the buttocks 
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Puncture site for caudal anesthesia. 
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are retracted, and the adhesive is attached 
to the underside of the operating table. 
Excellent exposure is possible in this 
fashion. 

If the surgery is to be performed under 
local anesthesia exclusively, the initial in- 
filtration is with one and one half per cent 
Metycaine, followed by the oil soluble 
anesthetic infiltration. A tiny, intradermal 
wheal is raised one inch lateral to the 
anal verge on both sides, using a hypo- 
dermic needle. Through this wheal a 
larger caliber, three inch needle is in- 
serted (twenty gage), and the needle is 
carried subcutaneously in a diagonal di- 
rection to the anterior midline, one inch 
anterior to the anal verge. As the needle 
is withdrawn infiltration begins. This pre- 
vents pooling, and allows better control 
than if the infiltration were to begin with 
the insertion of the needle. The needle 
is not withdrawn completely, but only to 
the wheal. It is then returned to a point 
directly lateral to the verge for the next 
line of infiltration. The third line of infil- 
tration begins as the needle is withdrawn 
from the posterior midline one inch 
posterior to the verge. 

The operator then repeats these three 
lines of withdrawal infiltration on the op- 
posite side. Twenty cc. of one and one 
half per cent Metycaine will be required 
to completely anesthetize the perianal 
area. The technique described, employing 
only two entrance puncture points, re- 
duces the possibility of infection. 

The perianal infiltration is followed by 
sphincter infiltration. Through the same 
two lateral wheals, on each side before 
withdrawal of the needle, and after com- 
pletion of the infiltration for that side, 
the needle is re-inserted deeply inward 
and upward, parallel with the lateral wall 
of the anus and the rectum. The finger 
should be inserted in the rectum to guard 
against penetration of the rectal wall. 10 
cc. of solution are injected deeply during 
withdrawal of the needle. Before com- 
plete withdrawal, the needle is reinserted 





deeply inward and diagonally upward to 
the deep posterior aspect of the anus and 
rectum, and 5 cc. of solution are deposited 
deeply upon withdrawal. The same tech- 
nique is employed to deposit 5 cc. on the 
deep anterior aspect of the anus and rec- 
tum. This technique is repeated upon the 
opposite side after completion of skin 
infiltration for that side. The deep cone 
of Metycaine deposited about the anus 
and rectum completely blocks the nerve 
supply in the operative area, and results 
in complete sphincter relaxation. This is 
conduction analgesia, and such analgesia 
may be employed either in conjunction 
with the perianal subcutaneous infiltration 
or in place of such infiltration. My own 
preference is to employ both. 


If desired, conduction analgesia may be 
performed through wheals raised directly 
anterior and posterior to the anus rather 
than through the latter sites described. In 
this case 10 cc. of solution is deposited 
deeply posterior to the anus and rectum, 
and 5 cc. deeply in each lateral area, after 
the needle is inserted through a posterior 
injection site. Injection through the ante- 
rior wheal results in deposition of 10 cc. 
anteriorly, and 5 cc. in each lateral site. 
The final result is the same in any case. 
10 cc. of solution is ultimately deposited 
anteriorly, 10 cc. posteriorly, and 10 cc. 
on each lateral aspect of the rectum and 
anus. 

The sphincter alone may be infiltrated 
by using lateral puncture points, inserting 
the needle diagonally upward, inward and 
anteriorly, and injecting 5 cc. into the 
sphincter while withdrawing the needle. 
The same procedure is repeated, inserting 
the needle directly upward and inward, 
depositing 5 cc. in the lateral aspect of 
the spincter, and again inserting the 
needle upward, inward and _ posteriorly, 
placing 5 cc. into the posterior aspect of 
the sphincter musculature. The same pro- 
cedure is repeated on the opposite side. 

Regardless of the technique of aqueous 
anesthetic infiltration, oil soluble anes- 
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thetic infiltration must follow, if the pa- 
tient is to have postoperative comfort. 

Indeed, the Metycaine infiltration may 
be omitted, and the oil soluble anesthetic 
may be employed as the sole anesthetic 
agent. 

The injection technique is precisely the 
same as that described for the aqueous 
anesthetic infiltration. The perianal area 
is first infiltrated, using the two laterial 
puncture points technique. Precede the 
oil bearing needle by two lateral Mety- 
caine wheals, produced by a hypodermic 
needle. This is not necessary, of course, 
if there has been perianal infiltration with 
Metycaine before injecting the oil soluble 
anesthetic agent. 


The injection must always be fanwise, 
subcutaneous, and only during withdrawal 
of the needle. Keep the needle in motion 
to avoid pooling. 

Follow the perianal subcutaneous infil- 
tration by infiltration of the sphincter 
mechanism, as above described. When in- 
jection is complete the area of infiltration 
is gently massaged by the finger in the 
rectum. 

Furacin provides an excellent lubricant 
at this time, and may be employed liber- 
ally on the massaging finger. The massage 
assists in distribution of the anesthetic and 
in the prevention of pooling. 

Caudal Analgesia Single puncture 
caudal analgesia technique is relatively 
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Technique of local infiltration employing two entrance puncture points. 
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simple. It is ideal for office anesthesia. 
The level of analgesia produced is from 
the iliac crests to the knees. 

Although local analgesia may be entire- 
ly satisfactory, even in infectious cases, 
caudal analgesia is preferred. Caudal is 
routine for most cases of pilonidal cyst 
disease. However, if there is a pilonidal 
cyst abscess overlying the coccygeal area, 
it may be impossible to introduce the 
needle through the sacral hiatus without 
passing through the area of abscess. Under 
these circumstances, of course, caudal 
should not be elected. 

For extensive fistulas, prolapse and pro- 
cidentia, surgery for sphincter repair, and 


extensive anal and perianal infections, 
caudal analgesia offers many advantages. 
It is employed routinely by this author, 


in conjunction with local oil soluble anes- 
thetic infiltration as above described. 

If there is a congenital abnormality of 
the caudal canal, or disease processes pre- 
venting entrance of the needle into the 
caudal canal, or excessive obesity, infiltra- 
tion analgesia should be immediately sub- 
stituted. 

It has been my practice to keep the 
patient at rest for a period of approxi- 
mately 45 minutes after completion of 
surgery. This appears to be adequate 
time for the average caudal anesthetic to 
wear off. 

The landmarks for caudal analgesia are 
the two sacral cornua and the tip of the 
coccyx. The sacral cornua are usually 
easily palpated as two blunt projections 
on either side of the inferior aperture of 
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FIG.c B. 











Finger inserted in rectum to guard against penetration of rectal wall; posterior midline insertion 


of needle. 
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the sacral canal. Indeed, the skin mark- 
ings will often localize the point of punc- 
ture. If the skin in this region is carefully 
observed, a V will be noted, the point of 
the V being directed downward. The sacral 
hiatus will usually be at the point of the 
V. Thus, observation alone is often suff- 
cient to indicate the point of placement 
of the caudal needle. 

Palpation by the forefinger at this point 
will usually reveal a depression between 
the sacra cornua. This depression is 
bounded laterally by the cornua and supe- 
riorly by the posterior spinous process of 
the fourth sacral vertebra. The needle is 
inserted through this depression in the 
midline, diagnoally inward and upward. 
It thus enters the sacral hiatus and passes 
into the sacral canal. 

The roots of the sacral and coccygeal 
nerves. filum terminale and the lowest 
point of the dura and arachnoid are in the 
sacral canal. The dura mater and arach- 
noid extend downward to the second 
sacral vertebra, about the roots of nerves. 
The needle should not pierce these mem- 
branes to enter the space about the spinal 
cord. If it does, and if a large amount of 
solution is injected, respiratory and cir- 
culatory collapse will follow. 

The needle, therefore, must not be ad- 
vanced further than the level of the second 
sacral foramen in order to avoid piercing 
the dura mater. In some cases the dura 
mater comes to a lower than normal level, 
and the needle will enter the space around 
the spinal cord, even though correctly 
positioned within the caudal canal. For 
this reason it is most important that the 
initial dose be small, and that the patient 
be carefully tested to determine whether 
or not saddle analgesia follows the test 
dose. 

When the needle is in position, centered 
within the sacral canal, test immediately 
for blood or spinal fluid before starting 
the injection. If blood or spinal fluid are 
seen when the stylet is removed, or when 
the plunger of an attached syringe is with- 
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drawn, the needle should be withdrawn 
slightly and tested again. A test dose of 
8 cc. of Metycaine is then injected. Ob- 
serve the patient carefully for evidences of 
intravenous injection or toxicity. Intra- 
venous injection may produce shock, fall- 
ing blood pressure, slow pulse and uncon- 
sciousness. Milder reactions may include 
perspiration. pallor or tremors. 

If respiratory paralysis results from 
massive sub-arachnoid injection, immedi- 
ate artificial respiration will be required, 
and the administration of oxygen under 
positive pressure over a period of about 
one hour, depending upon the dosage of 
the anesthetic solution. A low lumbar 
puncture may be performed to withdraw 
some of the injected solution. 

Intravenous ephedrine will be required 
to bolster the circulatory apparatus. This 
type of reaction will rarely occur unless a 
large dosage of Metycaine is injected di- 
rectly into the sub-arachnoid space. The 
test dose of 8 cc. will produce only saddle 
block analgesia, if in the sub-arachnoid 
space. Under these circumstances surgery 
may proceed without further analgesia. 

The exact technique is as follows. A 
Metycaine wheal is raised in the skin of 
the midline in the area between the sacral 
cornua overlying the sacral hiatus. A 
small amount of Metycaine is then intro- 
duced deeply by inserting the needle 
downward and slightly forward through 
the sacral coccygeal membrane. Be cer- 
tain to include the quantity injected after 
piercing the sacral coccygeal membrane in 
this preliminary infiltration, as part of 
the test dose. 

A spinal needle is then introduced 
through the skin wheal downward and for- 
ward to enter the space between the sacral 
cornua in the midline. When the sacral 
coccygeal membrane is encountered by the 
needle it will be recognized by its re- 
sistance and the give as the needle passes 
through. After piercing the membrane the 
needle point contacts bone. The hilt of the 
needle is then lowered so that the needle 
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point can be advanced into the sacral 
canal. Be certain not to advance further 
than the level of the second sacral fora- 
men. 

Now test for blood or spinal fluid. With- 
draw the needle slightly if either is seen. 

When all is clear, inject the balance of 
the test dose of 8 cc. of Metycaine. 

Test motor function and skin sensation. 
The patient should be able to raise and 
lower the legs without difficulty. The 
sphincter muscle relaxes before skin anal- 
gesia appears. Test for skin sensation 
with a hypodermic needle. If saddle block 
appears after the test dose, the needle is 
in the sub-arachnoid space, and the patient 


Rectal Complications Following 
Treatment of Genitourinary 
Cancer 

Orville T. Evans in the Am. Jour. Surg. 
[82:645-650 Nov. (1951)] reports that 
51 patients with proctitis secondary to 
treatment of genitourinary cancer with 
radiation have been observed. Adenacarci- 
noma of the rectum developed in 2 pa- 
tients who were experiencing symptoms 
from radiation proctitis secondary to irra- 
diation treatment for an epidermoid car- 
cinoma of the cervix. 42 of the 51 are 
living and 20 are in good health, 22 have 
ulcer, stricture or contracture of the 
bowel. The author concludes:—the inci- 
dence of rectal complications from irra- 
diation therapy of genitourinary cancer 
could be lowered by the standardization 
of the technic; palliative treatment with 
diet and antibiotic drugs are beneficial; 
colostomy has little effect on the course 
of the condition but is a valuable adjunct 
to the treatment of fistula and hemor- 
rhage; and it is obvious that colostomy is 
indicated for obstruction but the rectum 


has low spinal anesthesia. Do not inject 
further solution. Proceed with surgery. 

If there is no saddle block analgesia, 
inject an additional 12 cc. of Metycaine. 
Again wait approximately five minutes, 
observing carefully both skin analgesia 
and motion of the legs. 

Proceed cautiously in this fashion, intro- 
ducing divided dosage, until 30 cc. of 
Metycaine is placed in the caudal canal. 

When there is full relaxation of the 
sphincter, and skin analgesia, infiltrate 
with an oil soluble anesthetic, as above 
described. Then proceed with surgery. 


AwtFrep J. Cantor, M.D. 


often obliterates after colostomy. D.C. C. 


Dr. Harold Swanberg Honored 


Dr. Harold Swanberg of Quincy, IlIli- 
nois, nationally known radiologist, medi- 
cal editor and organizer, has been honored 
as recipient of the first Distinguished 
Service Award to be given by the Ameri- 
can Medical Writer’s Association. The 
award, consisting of a gold medal and 
certificate, was presented to Dr. Swan- 
berg at the dinner on the occasion of the 
9th Annual Meeting of the Association in 
St. Louis, recently. Dr. Swanberg is Editor 
of the Mississippi Valley Medical Journal 
and Radiologic Review and Secretary of 
the Mississippi Valley Medical Society 
(since 1935) and Secretary of the Ameri- 
can Medical Writer’s Association since 
the organization in 1940. The Association 
is initiating this year a Distinguished 
Service Award which will be given annu- 
ally to a member “who made distinguished 
contributions to medical literature or ren- 
dered unusual and distinguished service 
to the medical profession.” 
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ATLAS OF PROCTOLOGIC SURGERY 





Pilonidal Cysts 


In this section of the Atlas of Proctologic Surgery we will describe the more 
common operations for pilonidal cyst. We need not discuss etiology or classification 
other than to say that these lesions are congerital in origin and include pilonidal 
dimple, pilonidal sinus, pilonidal cyst, pilonidal cyst connecting with the sacral 
canal, and pilonidal cyst connecting with the sacral cana! and communicating with the 
subarachnoid space or the central canal of the spinal cord. 

Figure 1 illustrates the most common lesion, in which the pilonidal sinus opening 
connects with one or more subcutaneous cystic dilitations. The sinus opening may be 
single or multiple, and is usually located in the region of the sacrococcygeal articulation. 
A small tuft of hair may project from the sinus cpening, or is found in the cyst cavity 
during surgery. 

Figure 2 illustrates a technique of wide local infiltration through two lateral puncture 
points. This type of anesthesia may be employed even in the presence of a pilonidal 
cyst abcess. 

However, wherever possible, (although not in ithe presence of an acute abcess over- 
lying the sacral canal), caudal analgesia—as described elsewhere in this issue—is 
preferred. 
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Figure 3a. This illustrates the cruciate incision technique for pilonidal cyst (Cantor). 


Antero-posterior and jateral incisions determine the dimensions of the cyst. These 
incisions should be carried into normal fatty tissue. 

Figure 3b. The incisions have been carried down to and through the cyst wall. The 
dotted lines indicate the connecting incisions, and illustrate the extent of excision. The 
depth of the incision is usually to the sacral periosteum. Thus, the four outermost points 
of excision are established under direct vision and not by the usual guesswork of the 
elliptical excision technique. Irregular extensions of the diseased tissue may require 
altering the lines of connecting incisions to include all pathology. 

In most instances only a small block of tissue need be excised. 
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Figure 4a illustrates elliptical excision technique, employing an electro-surgical unit. 
Figure 4b. The excision is continued, elevating and holding the tissue taut as the 


cutting element advances. This is the usual en masse method, whether excising with 
the electro-surgical unit or scalpel. 
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Figure 5a. Here again we see the elliptic excision technique. In Figure 56 the 
resulting wound is illustrated, and in Figure 5c a technique of closure employing deep 
mattress-sutures to draw the depth of the tissues together, and skin sutures for final 
wound closure. 

Sutures may be cat-gut or steel-alloy wire. 

Figure 5d. Buried interrupted sutures of alloy steel wire may be inserted through 





fig 5 
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the fatty tissue, beginning just inside the margin of the skin wounds, and extending 
downward to catch the periosteum over the sacrum. The sutures are then brought 
through on the opposite side, upward through the entire depth of fat in the opposite 
wall. After these sutures are tied the skin is closed with interrupted black silk. 








FIG.S d. 











Figure 6a. Here we see the technique suggested by Lahey. The cyst is excised in the 
conventional elliptic fashion. Another elliptic incision is made in the lateral gluteal 
region, as illustrated. This allows for primary closure of the pilonidal cyst wound 
with very little strain upon the sutures. The intermediate flap, of course, is shifted 
medially and sutured to the underlying sacral fascia as well as to the opposite edge of 
the wound. The lateral wound is closed longitudinally as illustrated. 





fig. 6 
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In the Cattell modification the lateral incision becomes triangular after the flap 
is drawn medially and sutured. Thus, the central segment of the lateral incision 
(approximately one third of the incision length) is closed transversely, the remainder 
of the wound being closed longitudinally as illustrated. 

Figure 7 and Figure 8 illustrate two methods of placement of deep silkworm gut 
retention sutures. In both cases the sacral periosteum is included in these retention 
sutures. 

In Figure 8 we see the technique of tying over gauze. Skin approximation sutures 
should be introduced in such fashion as to avoid inversion of the skin margin. 
































Figure 9a. Here again we see the cruciate incision technique, as above described. 
In Figure 9b the thermal cutting unit is in operation, a single quadrant being excised 
at a time. 

Figure 9c illustrates the end result after primary closure. 

Figure 10. This series of figures illustrates the Buie technique of marsupialization. 
In Figure 10a the pilonidal cyst or abcess has been incised, the incision being made 
upon a grooved director. 

Figure 10b shows a grooved director in a subsidiary tract. These subsidiary tract 
openings can readily be found after scrubbing the residual wall of scar tissue with 
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gauze. The gauze removes debris and granulomatous material in all areas except at the 
sinus openings. 

Figure 10c illustrates the trimming of the wound so that the skin margins may be 
approximated to the edges of the residual cyst membrane. 

In Figure 10d we see a continuous lock stitch suture marsupializing the wound. The 
margins of the skin are thus sutured to the residual skin membrane or scar tissue. 
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Summary And Comment 


The largest percentage of permanent cure appears to result from complete excision 
without closure. Certainly primary suture is never indicated in the presence of acute 
inflammatory change. 

The major requirements for successful primary closure are: 1. complete excision: 
2. absence of inflammation; 3. complete obliteration of dead space; 4. perfect 
hemostasis; 5. absence of tension on the suture line. 

The cruciate incision technique is merely a method for outlining the exact 
dimensions of the cyst, and reducing the extent of excision of normal tissue surrounding 
the cyst area. The marsupialization procedure utilizes the cyst membrane and scar 
tissue to reduce the healing time. 

The incidence of recurrence after excision and primary closure is high. Although 
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the period of convalescence is prolonged when the wound is allowed to remain open, 
this technique offers the highest percentage of permanent cure. 

The technique of partial closure has been suggested in the attempt to reduce the 
healing time. Number 32 alloy steel wire is used for such closure, placing the sutures 
about one-half inch apart through both subcutaneous tissue and fat and mid-line fascia, 
as above described. All sutures are in place before tying, and the ends are cut directly 
above the knot, leaving the skin open about three-eights of an inch (Bacon). However, 
in eighty-four consecutive cases, eleven broke down once, five broke down twice, and 
two broke down three times. 

We must conclude, after examining all statistics, that the open method offers the 











best results. 


Philip S. Hench, M.D., Honored 
Dr. Philip S. Hench 


Minnesota, internationally known internist 


of Rochester, 


and research worker, has been honored 
by the Mississippi Valley Medical Society 
as its Honor Award Recipient for 1952. 
The award, consisting of a gold medal 
and a certificate. was presented Dr. Hench 
at the banquet on the occasion of the 17th 
Annual Meeting of the Society in St. 
Louis on October 2. Dr. Hench is Pro- 
fessor of Medicine. Mayo Foundation. 
University of Minnesota and a 1950 Nobel 
Laureate in Physiology and Medicine. 
The Mississippi Valley Medical Society 
presents from time to time an Honor 
Award to a non-member “who has made 
clinical 


distinguished contributions — to 


medicine.” 


Anorectal Anaesthesia and 
Analgesia 

The use of Efocaine in anorectal surgery 
is recommended by J. M. Gross and H. E. 
Shaftel in NV. Y. State J. Med. [52:1413-17 
June 1 (1952) ] because it produces local 
anaesthesia of 10-21 days duration without 
local tissue reaction, untoward result or 
interference with wound healing. 


H. N. 
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ALFRED J. Cantor, M.D. 


The Application of Cytology in the 
Diagnosis of Cancer of the Rectum, 
Sigmoid and Descending Colon 

This article from Cancer [5:307-14 
March (1952) | by G. M. Boder and G. N. 
Papanicolaou is a description of the cyto- 
logical method of diagnosis in detecting 
cancer of the rectum and lower intestinal 
tract. There were 161 negative cases with 
only 2 (1.2%) of them reported as suspi- 
cious smears. Of 19 cases proven positive 
by biopsy, the smears were positive in 14 
(73.7%). suspicious in 4 (21.1%) and 
negative in ] (5.2%). HN: 
Treatment of Anal Stenosis 
by Galvanotherapy 

H. L. Feit reports in the J. Internat. 
Coll. Surgeons {18:98-103 July (1952) | 
on the successful employment in 20 se- 
lected cases of an olive-shaped copper or 
aluminum ball (1.9-2.5em. in diameter). 
placed against the seat of stenosis, and 
connected to the negative terminal of a 
Galvanic machine. to cure anal stenosis. 
He claims that the method is a simple, 
painless and inexpensive office procedure, 
without danger or unfavorable sequellae, 
that the patient is ambulatery and that 
it is likely to be permanently successful. 


H. N. 
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EDITORIALS 


Physician Patient Relationship 
The Surgical Fee 


The major public relations problem to- 
day appears to be the 
Should the surgeon’s fee be fixed in ac- 
cordance with the patients income, should 
it be established at a definite level regard- 
less of the patient’s income, should the 
patient be told the fee before surgery, 
should the level of the fee be determined 
by the individual surgeon, by the commu- 
nity of physicians as a whole, by insurance 
plans, or by the American Medical As- 
sociation, or other national medical as- 


surgeon’s fee. 


sociations ? 

There is no simple answer to any of 
these questions. Each surgeon must speak 
in terms of his own practice, and the cus- 
toms in his community. These also will 
change from time to time. Indeed, radical 
changes are now taking place in the mat- 
ter of fees throughout the world. 

For example, medicine has 
socialized in England. The fees are set 
by the government. Medicine is, for the 
most part, socialized in Mexico. The 
relatively few private practitioners remain- 
ing, both in England and in Mexico, are 
faced with the problem of government 
and must determine their 


become 


competition, 
fees accordingly. 

In the United States fee schedules are 
set for the physician by the Veterans Ad- 
ministration, various insurance plans, com- 
pensation plans, city health insurance 
plans such as that of New York City, and 
the plans offered by certain large indus- 


trial organizations such as Consolidated 
Edison Company. 

In the United States it is generally 
agreed, and affirmed by the American 
Medical Association Judicial Council, that 
each individual practitioner has the right 
to set his own fee for services rendered. 
Further, if the fee of the individual sur- 
geon is higher than average for his com- 
munity, this is an individual matter to be 
settled between patient and physician, and 
does not represent a breach of ethics or a 
matter for proper consideration by a 
medical society. 

It is always best to consider the pa- 
tient’s general economic circumstances in 
citing the surgical fee. It has always been 
our policy to advise the referring physic- 
ian, who knows the patient’s economic cir- 
cumstances better than the surgeon, that 
the fee will be set in accordance with his 
instructions. Thus, if the patient’s circum- 
stances are poor, moderate, fair, good or 
excellent, the fee can be adjusted accord- 
ingly to the proper level. Indeed, the 
referring physician is advised that surgery 
will be performed gladly without fee, if 
the patient cannot afford even a token 
payment. This proves to be a satisfactory 
method for the establishment of a proper 
fee in most cases. 

It is best to advise the patient of the 
amount of the surgical fee before perform- 
ing surgery. This has always been our 
practice. Many surgeons do not inform 
the patient of the fee until after the opera- 
tion, or bill the patient on the first of the 
succeeding month. Even where the fee has 
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been set beforehand, with the consent of 
the patient, a certain small number of 
patients will later ask for a reduction in 
fee. This is comparable to a request for 
reduction in the price of a loaf of bread 
after having eaten the bread. The physi- 
cian is indeed an angel in time of need, 
and a devil at the time of billing, when 
the patient is well. 

A recent survey of the component county 
medical societies in a representative state 
in the United States (New York State). 
revealed a remarkable unanimity of opin- 
ion. The answers of the American Medi- 
cal Association Judicial Council sum- 
marize the opinions of these component 
county societies as follows: 

1. Js it a function of the component 
county medical societies to set fees for 
services for the individual practitioners? 

It is not the function of the county 
medical society to set fees for the services 
of individual practitioners unless these 
fees are received from groups covered by 
a fee schedule, such as the Veterans Ad- 
ministration, Federal and State Compensa- 
tion Commissions, etc. 

2. If an individual surgeon’s fees are 
higher than the average for his community, 
is this an unethical practice? For example, 
many surgeons in New York set their fees 
far beyond the average. Are these men, 
therefore, unethical? 

Every physician may set his own fee. If 
his fees are considered too high by the 
patient, in many places the patient may re- 
port the instance to grievance committees. 

An occasional society feels that a mini- 
mum fee level may be set by the com- 
munity of physicians. In no instance does 
the society advocate an upper limit to 
the fee schedule. This becomes a matter 
for the individual practitioner and_ his 
patient to decide. It is best decided, in 
our opinion, before surgery. ; 

Therefore, to improve physician-patient 
relationship with regard to fee, it is best 
always to consult the referring physician 
as to the patient’s general economic cir- 
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cumstances, and be guided by his decision. 
As indicated, it has been our practice to 
perform surgery without fee if the re- 
ferring physician indicated a justifiable 
need. 

It is always best to arrange the fee with 
the patient before surgery. If these two 
principles are followed regularly, the pa- 
tient can have little cause for complaint. 
When complaints arise under these cir- 
cumstances it will only be where the pa- 
tient wishes to take advantage of the 
surgeon’s good nature or vulnerable posi- 
tion. In any case, these two simple rules 
should improve physician-patient relation- 
ship. 


The International Academy of 
Proctology and The World 
Medical Association 


The International Academy of Proc- 
tology, as the name implies, is an organi- 
zation beyond the confines of local or na- 
tional boundaries. It is international in 
concept, in scope, and in action. Its mem- 
bership and its principles are interna- 
tional. 

Its objectives of teaching know no 
boundaries of race, creed, color or 
geography. The Academy and its official 
publication, The American Journal of 
Proctology. are known throughout the 
world. The pages of the Journal are open 
to authors of all countries. 

The International Academy of Proc- 
tology urges the support of every other 
International medical organization. Pre- 
eminent among such organizations is The 
World Medical Association. Dr. Louis H. 
Bauer, President of the American Medical 
Association, is Secretary General of the 
World Medical Association, and the de- 
velopment of this organization under his 
leadership is known throughout all lands. 
The American Medical Association is a 
member of the World Medical Association 
and the U. S. Committee. 

The editor urges that every member of 
the International Academy of Proctology, 
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and every American reader of The Ameri- 
can Journal of Proctology, join the United 
States Committee of the World Medical 
Association. 

The International Academy of Proc- 
tology has long been a member of the 
World Medical Association. It is our opin- 
ion that every member of The Interna- 
tional Academy of Proctology should in- 
dividually enroll with the United States 
Committee of The World Medical Associa- 
tion. 

The enrollment fee is $10.00, and a 
membership card is issued to the member. 
This worthy organization, under the leader- 
ship of Dr. Louis H. Bauer, a great medi- 
cal leader, deserves the full support of the 
Academy membership. 


Liposarcoma of Transverse 
Mesocolon 

Liposarcoma is a rare tumor due to ab- 
normal growth of lipoblasts in a normal 
fat depot, pseudo-encapsulated and grossly 
resembling yellowish brain tissue with 
areas of hemmorhagic and mucoid necro- 
sis. A well-differentiated tumor rarely 
but 


are 


metastasizes myxoid, adenoid and 


mixed 
Despite wide excision there is local recur- 


types extremely malignant. 
rence in two thirds and metastasis in one 
third of reported series. This was reported 
by H. B. Neel in Minnesota Medicine 
[35: 9 Sept. (1952) ] 

A 57 year old man exhibited a sym- 
metrical, 
dominal mass which was not tender and 
was flat to percussion. Hemoglobin was 
10.2 Gm. A large, homogenous appearing 
mass displaced the barium filled colon 
downward and backward, and the stomach 
upward and to the left, suggesting a retro- 
peritoneal, mesenteric or pancreatic tumor. 

The tumor arose in the transverse meso- 


slightly nodular, rounded ab- 


colon and involved the greater curvature 
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that you are enrolling with The World 
Medical Association. 

All members of international organiza- 
tions must think in world terms. Your first 
move in this direction is to affiliate with 
the World Medical Association, United 
States Committee. 


of the stomach, making it necessary to 
resect a portion of the stomach as well 
as a segment of the transverse colon which 
was deprived of blood supply. together 
with the tumor bearing part of the meso- 
colon and the omentum. The stomach was 
closed and the colon repaired by anastomo- 
sis and proximal colostomy. 

Pathologic by Dr. R. W. 
Koucky was Liposarcoma, Grade IV. 

Colostomy was closed six weeks later 
and the patient was still well and working 
nine months later. 


diagnosis 


AH. S. 


Just Be Patient 


By Angelo. 64 pages. J. C. Winston 
Company, Philadelphia-Toronto, 1951. 

This is a collection of 64 cartoons based 
on the doctor’s office, hospital and oper- 
ating room. Mike Angelo is to be compli- 
mented for his insights into the foibles 
of patients and physicians. 

This little cartoon book will be enter- 
taining in the waiting room. 
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The Management of Injuries to the 
Extraperitoneal Part of the Rectum 

Miller and Long, writing from Fort 
Howard, Maryland and Brooklyn, New 
York respectively. point out the value of 
Streptokinase and Streptodornase as- 
sociated with an air-vent suction in the 
successful management of their single case 
that occurred in a twenty-five years old 
Negro male that was admitted to The 
Veterans Administration Hospital on 
March 1, 1951, suffering from 38 calibre 
gun shot wounds of the back, both upper 
arms and the left hip. The authors pre- 
sent in great detail in Am. J. Surg. [83: 
817-820 June (1952)] their successful 
surgical care of this patient. They point 
out that because of the high incidence of 
infection associated with wounds of the 
infraperitoneal portion of the rectum, one 
cannot stress enough the importance of all 
auxilliary measures designed to decrease 
wound infection and encourage primary 
healing of the rectal laceration and opera- 
tive wound. This patient was hospitalized 
for 58 days as contrasted to frequent 
periods of hospitalization for similar 
wounds during World War II averaging 
from four to six months. The authors 
firmly believe that the use of Strepto- 
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kinase and Streptodornase combined with 
adequate drainage played a major role in 
obtaining such a_ spectacular excellent 
surgical result. 


D.C. C. 


Pre- and Postoperative Care for 
Anorectal Pathologic Conditions 

F. H. Murray, writing from Philadel- 
phia, in Am. Jour. Surg. [83:686-690 May 
(1952) ] presents an excellent review of 
this entire subject. It is recommended 
that the reader obtain the original article 
and read it in its entirety. All proctologists 
can profitably read this fine presentation, 
because it adequately summarizes the en- 
tire subject. 


DGG. 


An Oblique Incision for Excision 
of the Right Colon 

Kesterson and McCleery, writing in 
Am. J. Surg. [83:812-814 June (1952] 
from The Surgical Service, Thayer Vet- 
erans Administration Hospital; and The 
Department of Surgery, Vanderbilt Uni- 
versity School of Medicine, Nashville. 
Tenn.; describe an oblique, predominately 
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muscle-splitting incision which gives an 
excellent exposure of the right colon, 
ileocecal region and the hepatic flexure. 
This incision accomplishes this purpose 
with a minimum of anatomic destruction, 
and its closure is accompanied by minimal 
post-operative discomfort and complica- 


D.C. C. 


tions. 


Multiple Primary Malignant Tumors 
Involving the Colon and Rectum 

Multiple primary malignant neoplasms 
are not a rarity and are probably more 
frequent than previously reported statistics 
have indicated. One malignancy apparently 
does not confer an immunity against the 
occurrence of another malignancy in the 
same individual. Often a person who has 
had one malignant neoplasm is more 
likely to have another than a person who 
never has had a malignant tumor. In a 
series of 1,112 consecutive cases of cancer 
of the colon, rectum and anus collected 
during the period from September, 1948 
to May, 1951 and treated by The Depart- 
ment of Proctology at Temple University 
Medical School in Philadelphia; an inci- 
dence of multiple primary malignancy was 
found to be 7.5 per cent. 

Some of the causative factors are: In- 
creased life expectancy resulting in more 
people living in the so-called “cancer 
age’; more people are surviving radical 
surgical or radiologic procedures for can- 
cer long enough to develop another 
malignant lesion. Intensive education of 
both the medical profession and the laity 
to early cancer symptoms are bringing 
more persons to either the doctor’s office 
or the clinic earlier for examination. 
Clinically, the more extensive utilization 
of modern available diagnostic facilities, 
improved and more extensive surgical 
treatment, and a better and more pro- 
longed post-operative follow-up regime are 
resulting in the improved detection of one 
or more malignant lesions. 

Two new instances of adenocarcinoma 





of the sigmoid and rectum with coexisting 
sarcoma are added to the literature. The 
Authors, Harry E. Bacon and Michael C. 
Tavenner, in Am. Jour. Surg. [83:55-63 
Jan. (1952)] recommend castration of 
female patients over the age forty years, 
because frequently carcinoma of the 
female genital organs is encountered con- 
currently with malignancy of the rectum 


D.C. C. 


and colon. 


Cancer of the Rectum Diagnosed 
by Sponge Biopsy 

Sidney A. Gladstone, reporting from The 
Department of Pathology, New York Poly- 
clinic Medical School and Hospital, New 
York City, utilizes either a cellulose 
sponge (Onkosponge No. 1) or a gelatin 
sponge (Gelfoam No. 12, from the Upjohn 
Company) with equally satisfactory results 
in Am. J. Surg. [83:664-670 May (1952) ]. 
The sponge is touched to the ulcer or 
suspected mucosal area, after careful 
cleansing of the biopsy site. The sponge 
is then placed immediately in a small 
bottle containing 10 per cent formalin. 
The technician then processes the sponge 
as he would routinely a block of ordinary 
tissue. The sponges are recommended to 
be half-inch squares of one-eighth inch 
thickness. 

In a series of 32 patients sponge biopsy 
was positive for cancer in fifteen cases, 
subsequently confirmed by either surgical 
biopsy or surgical operation. Among 15 
patients with cancer, the cancer was 
missed by surgical biopsy in two instances 
but was positive by sponge biopsy. The 
author believes that because of the sim- 
plicity of its technic, and the reliability of 
its results, sponge biopsy is offered as a 
method for the diagnosis of cancer in 
ulcerating lesions of the rectum and rects- 


D. C. C. 


sigmoid. 


Congenital Atresia of the Sigmoid 


Gann and Hoffman, writing from The 
Sinai Hospital of Baltimore, present an 
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excellent review of atresias of the colon. 
Their surgical treatment reported in their 
single case, that occurred in a three day 
old infant weighing 3,905 grams at birth 
(8 pounds and 934 ounces), consisted in 
performing, under open drop ether, a two- 
layer, side-to-side. side-tracking anasto- 
mosis between the sigmoid just proximal 
and just distal to the area of atresia. The 
infant made an uneventful convalescence 
and was discharged well from the Hos- 
pital on the 19th post-operative day. 

The authors state in Am. J. Surg. |83: 
605-609 Apr. (1952) ] that their case is 
apparently the third successfully treated 
case of atresia of the colon to be reported 
in the literature. 


D.C. C. 


Blood Volume Deficits in 
Carcinoma of the Colon 

Morton, Jr., Siegel and Schulte in Am. 
J. Surg. [83:170-172 Feb. (1952)] report 
their studies made upon twenty-five pa- 
tients with carcinoma of the colon em- 
ploying preoperative blood volume de- 
terminations. The results of these studies 
were then compared to standard values for 
each patient based on their normal healthy 
weight or standard height—weight tables. 
They found that the greatest deficits oc- 
curred in the cell volume and total cir- 
culating hemoglobin. The total circulating 
protein and the deviation from healthy 
weight closely parallel each other. No 
relationship could be demonstrated be- 
tween the site of the lesion, duration of 
symptoms or extent of metastases, and the 
deficit in the blood volume. The authors 
conclude that their investigations confirm 
the results of other workers making simi- 
lar studies. 


b.¢c.C. 


Oleogranulomas of the Rectum 
David A. Susnow, writing from The De- 

partment of Proctology, Division of 

Surgery, Mount Zion Hospital, San Fran- 





cisco; reports in Am. J. Surg. [83:496-499 
Apr. (1952) ] upon six instances of rectal 
cleogranulomas that followed the rectal 
instillation of either petrolatum or pre- 
parations containing petrolatum at the 
conclusion of anorectal surgical proce- 
dures. One patient had symptoms refer- 
rable to the tumor. In this instance ex- 
cision of the tumor resulted in disappear- 
ance of the symptoms; and to date the 
tumor has not recurred. 

Remembering the possibility of oleo- 
granulomas either following the parenteral 
injection of sclerosing chemicals in oily 
vehicles in the treatment of hemorrhoids 
or following rectal instillation of petro- 
latum or other non-absorbable oils or prep- 
arations containing such oils in newly 
operated patients, the diagnosis may be 
easily made by the history, physical 
examination and tissue biopsy. 


D.C. C. 


Treatment of Massive Rectal 
Prolapse 

Massive rectal prolapse actually repre- 
sents a sliding hernia of the anterior rectal 
wall through a defect in the fascial sup- 
ports of the rectum. Usually, the pelvic 
fascia and the levator muscles are thin and 
atrophic. A satisfactory surgical repair 
must furnish proper anterior support and 
restore the normal posterior curve of the 
rectum. Charles B. Ripstein describes his 
operation in Am. Jour. Surg. [83:68-7) 
Jan. (1952)] in which fascia lata grafts 
produce a new pelvic floor. Four cases are 
reported upon in which this operation was 
performed with complete relief of symp- 
toms and no recurrences. 


D.C. C. 


Construction and Care of 
Abdominal Colostomy 

George E. Binkley, writing from New 
York City, in Am. Jour. Surg. [83:807-811 
June (1952)] presents an admirable sum- 
mary of this important subject, giving the 
reader the benefit of the Author’s experi- 
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ence covering many years in handling the 
many problems of performing a. satis- 
factory abdominal colostomy. The Author 
points out his methods in avoiding serious 
postoperative complications. DAC: 


Complications of Abdominal 
Colostomy 

Birnbaum and Ferrier writing from The 
Department of Proctology, University of 
California Medical School, San Francisco; 
report in Am. J. Surg. [83:64-67 Jan. 
(1952) ] that in a series of 569 consecutive 
colostomies direct complications occurred 
in 29.5 per cent. Stricture comprised 32 
per cent of all of the complications. Hernia 
was the second most common complication, 
being four times as frequent in inguinal 
as in left rectus colostomies. Prolapse ac- 
counted for 11.0 per cent of the total com- 
plications. Difficulty with control of the 
colostomy occurred in 7.0 per cent. Six 
per cent had infections of the colostomy 
wound. Small bowel obstruction followed 
in 4.0 per cent of patients. Four per cent 
had excessive bleeding and a_ similar 
percentage suffered from post-operative 
diarrhea. Necrosis of the colostomy loop, 
recession of the colostomy loop, and fistula 
of the colostomy, each accounted for three 
per cent of the total complications. Peri- 
tonitis, recurrent carcinoma in the colos- 
tomy, and obstruction of the colostomy. 
each caused two per cent of the total 
complications. Twelve miscellaneous com- 
plications in eighten patients constituted 
the remainder of the total complications. 
The authors conclude by stating, “The 
frequently used expression ‘simple colos- 
tomy is misleading since complications 
may be numerous and are occasionally 


D.C. C. 


serious; many are avoidable.” 
Homemade Proctoscopic Table 
William P. Kleitsch, writing from the 
General Surgical Service of the Veterans 
Administration Hospital, Omaha, Neb.; 


presents detailed plans for a homemade 
proctoscopic table that admirably meets 





all proctologic requirements and can be 
easily constructed by anyone; as_ the 
Author states, “—with ability in elemen- 
tary carpentry from supplies often found 
in surplus in hospital supply rooms”. The 
reader is recommended to study the ori- 
ginal article in Am. J. Surg. [83:90-91 
Jan. (1952) ] with its excellent four figures 
that give all of the necessary data for the 
construction of such a proctoscopic table. 


D.C. C. 


Psychologic Aspects of the 
Management of Patients with 
Ulcerative Colitis 

Emotional states have been demonstrat- 
ed to be accompanied by changes in 
motor, vascular and secretory behavior 
of the colon. Hence, psychologic and so- 
cial sphere disturbances play a role in 
ulcerative colitis. These are determined 
by past, especially childhood experience. 
and are injected into the doctor-patient 
relationship. G. L. Engel believes as re- 
ported in the N. Y. State Journal Med. 
[52:2255-2261 Sept. 15 (1952)] that the 
physical aspects of the ulcerative colitis 
patient (infection, anemia, dehydration, 
malnutrition, etc.) should be first treated, 
and that the general physician by his at- 
titude (good listener and observer, pre- 
dictable, reliable, confident, available, at- 
tention to patient’s food, drugs, regula- 
tion of residents, nurses, attendants, dieti- 
tians, and relationship to the family) 
makes for the correct psychotherapeutic 
approach. The patients are ready for 
more intensive psychotherapy, including 
psychoanalysis, when they begin to speak 
spontaneously of psychologic problems, 
when they express some feelings about 
key people, when they have had a rela- 
tively successful past life experience, 
when their current life situation is sig- 
nificantly different in a _ positive sense 
from their childhood situations and when 
a history of headaches precedes the onset 
of colitis. H.N. 


—Concluded on page 338 
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Medical Management of Chronic 
Ulcerative Colitis 

Most patients with ulcerative colitis 
are seldom completely incapacitated by 
the disease. Though no specific organism 
has been found, and the increased lyso- 
zyme present in the stools is apparently a 
result rather than a cause, yet the pres- 
ence of emotional factors (maladjustment, 
frightened, resentful toward environment) 
in many of these patients, indicates that 
psychologic factors play a definite role 
in its etiology. These facts were reported 
by C. A. Flood and M. J. Lepose in the 
N. Y. State J. Med. [52:2265-2269 Sept. 
15 (1952) ]. 

Nutrition is maintained by correcting 
low serum sodium, chloride, potassium, 
serum albumen and serum calcium, and by 
correcting the lack of various vitamins 
(vitamin B complex, carotene, and vita- 
min A), by correcting deficient vitamin 
K, supplemented by a high caloric diet 
with a small amount of roughage. 

Colonic motility may frequently be con- 
trolled by large doses of barbituates, 
sometimes by Banthine, and almost al- 
ways by Opium and its derivatives. 

Sulfa drugs, Aureomycin or Chloro- 
mycetin are useful in 60-80% to control 
secondary infection, and Diodoquin is 
used if there is any suspicion of amebic 
infection. 

ACTH induces remissions in some pa- 
tients, producing a clinical improvement 
in the emotional state, appetite and nu- 
trition with a decrease in diarrhea and 
constitutional symptoms. 

Psychotherapy administered by an in- 
ternist is an important form of treatment. 


H. N. 


Evaluation of Isatin 

Isatin (diacetylhydroxyphenylisatin) 
was found to provide gentle stimulation of 
peristalsis in the correction of functional 
constipation. A combination of Isatin with 
natural prune concentrate, methylcellulose, 


and sodium carboxymethylcellulose was 
evaluated by Rossien in the June 1952 
issue of Rev. Gastroenterology. Barium 
X-ray studies of 180 constipated patients 
showed that normal bowel tonicity and 
mortility had been restored after one month 
of therapy with this combination. 


Rectal Sarcoma and Anorectal 
Malignant Melanoma 

Rectal sarcoma and anorectal malignant 
melanoma are rare tumors. Harry C. Ba- 
con and Michael C. Tavenner present in 
the Am. Jour. Surg. [82:709-713 Dec. 
(1951) ]. 9 cases of rectal sarcoma and 2 
instances of anorectal malignant melan- 
omas. Three of these 11 patients are alive 
and well at the present time. (1)—a 61 
year old white woman from whom a fibro- 
sarcoma was radically removed on April, 
1946; (2)—a 35 year old white man who 
has survived extirpation of a lymphosar- 
coma done in March, 1947; and (3)—a 
48 year old white woman upon whom re- 
section for Imphosarcoma was performed 


in October, 1949. D.C. 


Cancer of the Cecum 

Only 69 (56%) of 122 cancers of the 
cecum were suitable for surgery because 
of late diagnoses. The late diagnosis was 
due to the chief symptoms not being re- 
lated to the G.I. tract, were insignificant, 
were upper abdominal or intestinal, or 
patients were thought to be too young for 
colon carcinoma. When the symptoms were 
primarily in the R.L.Q. they were ascribed 
to appendicitis. C. Costello advises in 
Cancer [5:254-8 March (1952) ] relieving 
obstruction preoperatively with a Cantor 
or Miller-Abbott tube, and then radical 
surgery with primary anastomosis. Earlier 
diagnoses can be made if one is SUSPI- 
CIOUS of unexplained anemia, any type 
of abdominal pain, intestinal symptom or 
right lower quadrant mass and performs 
adequate G.I. examination with explora- 
tory surgery if necessary. H. N 
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BOOK REVIEWS 
FOR PROCTOLOGISTS 


ANNUAL REPORT ON STRESS 1951. By Hans 

Selye, M.D., Ph.D. (Prague), D.Sc. (McGill) 

F. R. S. (Canada) Professor and Director of 

the Institute de Medecine et de Chirurgie 

experimentales Universite de Montreal. 644 

pages. Montreal, Canada Acta, Inc. 1950- 

1951, 

Dr. Selye continues his report on Stress 
in the first of a series of annual supple- 
ments to the book “Stress—Physiology and 
Pathology as Exposed to Stress.” It is 
interesting that the text begins with a 
section on reviews and critiques. Space is 
given to general disapprovals as well as 
to general approvals of the theory. 

The text then continues with the stress 
concept as it appears to the author in 
1951. Again we see a very fair presenta- 
tion insofar as the principal objections 
against the stress concept are given 
lengthy consideration. These objections, 
of course, are utilized as a springboard for 
further strengthening the stress concept. 

The proctologist will be particularly 
interested in the section on Gastrointes- 
tinal Diseases of Adaptation. Gastro-intes- 
tinal Ulcers, Ulcerative Colitis and Non- 
tropical Sprue are described in consider- 
able detail. 

The last part, in which the author out- 
lines the Unified Theory of Medicine, 
will interest all physicians. General the- 
ories of medicine are not unusual, and go 
back to Virchow, Ricker, Sperancky, etc. 
However, Selye has succeeded in integrat- 
ing his work in an interesting fashion. 

The Bibliography, as would be expected, 
is meticulously detailed. The text is a 
worthy companion to the first volume on 
Stress. 


SURVEY OF CLINICAL PEDIATRICS. By Law- 
rence B. Slobody, M.D., Professor of Pediat- 
rics, New York Medical College, Director of 
Pediatrics, Flower and Fifth Avenue Hos- 
pitals, Metropolitan Hospital, Medical Di- 
rector, Children's Center, New York City. 
47| pages with 22 tables. New York, Toron- 
to, London, McGraw Hill Book Company, 
Inc., 1952. $7.50. 

This text on Clinical Pediatrics is pre- 
sented in outline form. It is designed par- 
ticularly for the student and for quick 
reference by the clinical practitioner. Be- 
ing in outline form, it cannot be readily 
compared with the usual textbook of 
Pediatrics. 

However, it does offer a handy refer- 
ence work for student and general prac- 
titioner. It will be useful particularly to 
the latter, inasmuch as most problems in 
Pediatrics are first seen by him. 

At the end of each section there are a 
number of questions comparable to those 
employed in State and National Examina- 
tions. These will be useful to the student 
preparing for these examinations. 

It is unfortunate that no illustrations 
were employed in the text. However, inas- 
much as this is purely a reference work, 
illustrations are not entirely essential. 

There is very little for the Proctologist 
in this text. The section on Gastro-intes- 
tinal diseases includes a consideration of 
Congenital Megacolon, Constipation, Anal 
Fissure, Diarrhea in Infants, Celiac Syn- 
drome, Chronic Ulcerative Colitis, and the 
diagnosis and treatment of Parasites. As 
a brief review of these conditions in 
infants and children, the text is of some 


value to the proctologist. 
—Concluded on page 342 
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Further evidence that drinking raw cabbage juice promotes 
rapid healing of peptic ulcers has been reported.* Only the 
K & K Juicer-Shredder combination provides the natural vita- 
mins as extracted from raw cabbage, 
other vegetables and fruits completely 
free of the irritating properties of the 
whole vegetable or fruit. Now your 
patients can obtain all the fresh natural 
vitamins by the use of the K & K 
Juicer-Shredder combination, Indicated 
in Peptic Ulcer, Irritable Colon, Ulcer- 
ated Stomach or Small Intestine. 


pe 


* Cheney, Calif. 
Med. Oct. 1952 
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tails and special discount for physicians. 


KNUTH ENGINEERING COMPANY 


2617 N. St. Louis Avenue Chicago 46, Ill. 
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BOOK REVIEWS FOR PROCTOLOGISTS 





—Concluded from page 340 





AMBULATORY PROCTOLOGY, SECOND EDI- 
TION. Alfred J. Cantor, M.D., Associate 
Proctologist Kew Gardens General Hospi- 
tal, New York. Formerly Assistant Attending 
Gastroenterologist, Queens General Hospi- 
tal, and Assistant Adjunct Proctologist, 
Hospital for Joint Diseases, New York. 563 
pages, 382 illustrations. Paul B. Hoeber, Inc., 
New York, N. Y., 1952. Price $10.00. 
Ambulatory Proctology is the diagnosis 

and treatment of diseases of the anus, rec- 
tum and colon without confining the 
patient to bed. In this, the second edition 
of ambulatory proctology, originally pub- 
lished in 1946, the text has been exten- 
sively revised, enlarged and brought up to 
date, including the relationship to proc- 
tology of newer developments in sulfon- 
amides, antibiotics, hemostatic agents, use 
of thermal cutting unit, cytologic and 
sponge biopsy technics for cancer diag- 
nosis, and psychosomatic medicine. There 
is an excellent chapter on pediatric proc- 
tology. 

The author has carried the recognized 
procedure of early ambulation in general 
surgery over to proctology, in which he 
describes the physiology and clinical ap- 
plication of immediate ambulation. 

There is an excellent discussion of the 
application of antibiotics to the manage- 
ment of lymphogranuloma venereum, gran- 
uloma inguinale, the various dysenteries 
and other infections. The technic of tatoo- 
neurotomy is described with new refine- 
ments and instruments. 

A more extensive procedure in the oper- 
ation for anal ulcer is described. Several 
new chapters have been included in this 
volume. 

It is interesting to review the great num- 
ber of proctologic procedures that can be 
performed in the office and from a study 
of this book it is evident that in few pro- 
cedures is hospitalization absolutely man- 
datory. 

There is a chapter on malignant dis- 


eases in which the author states it is be- 
yond the scope of the text to detail the 
technics of radical surgery for malignant 
disease. Nevertheless, the chapter is of 
great value in its discussion of diagnosis, 
etiology, pathology, the anatomy of meta- 
stasis, sigmoidoscopy, biopsy and roentgen 
examination. 

The palliative measures of fulguration, 
electrocoagulation and_ irradiation are 
briefly described but it is stated they are 
not be regarded as substitutes for surgery. 
The only treatment of proven curative 
value in malignancy of the colon is surgi- 
cal excision. 

The book contains numerous clearly de- 
tailed, well-executed illustrations, many of 
which are new. The volume is clearly 
printed, well bound and is a worth-while 
addition to the proctologist’s and surgeon’s 
library. 

WituiAMm LieBermMAN, M.D. 


HOW TO STOP KILLING YOURSELF. By 
Peter J. Steincrohn, M.D. Wilfred Funk, 
Inc., New York, 1952. Price $2.95. 

This book is written for the layman. 
However, it will do the physician no harm 
to read the advice of the author. Most 
physicians seem to be making a concerted 
effort to commit suicide. Success in medi- 
cine is measured by the degree of activity 
of the practitioner. 

If the doctor is busy day and night he 
is considered successful. The fact that he 
is forging successfully toward a coronary 
episode is usually overlooked until he be- 
comes a statistic in the A. M. A. Journal. 

Thus, Dr. Steincrohn’s advice could well 
be directed toward the physician as well 
as toward the patient. In any event. the 
book is very readable, and answers im- 
portant questions, including the time for 
retiring. 
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THE RITTER 
PROCTOLOGIC 


TABLE... 


Offers 
the Automatically 


Raised Leg Section 


@ An exclusive Ritter construction feature 
on the Ritter Proctologic Table, Model B, 
Type 7, automatically raises the leg sec- 
tion above the high line of the body section 
as the table is tilted. This forms an area 
for an abdominal dropout which is par- 
ticularly helpful when using a sigmoido- 
scope. The depth of this dropout is easily 
regulated by a simple adjustment. 

The Ritter Proctologic Table, designed 
in cooperation with some of the country’s 





cauteMent 






COMPANY 


RITTER PARK, ROCHESTER 3, 
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leading proctologists, is perfectly bal- 
anced, easily positioned and so smoothly 
operated, it helps instill confidence in the 
most apprehensive patients. The famous 
Ritter motor-driven hydraulically op- 
erated base raises patients quietly, effort- 
lessly, from a low position of 30” toa high 
position of 47”. A special offset mounting 
on sturdy base prevents tilting. 

Ask your Ritter dealer for a demonstra- 
tion of the Ritter Proctologic Table now. 
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LETTERS TO THE EDITOR 


—Concluded from page 266 





Cocaine muriate. CrH:NO,. HCl; mol. wt. 
339.81 C 60.08%, H 6.53%, Cl 10.43%, N 
4.12%, cocaine 89.27%, HCl 10.73%. 

Crystals, granules, or powder; saline, slight- 
ly bitter taste; benumbs tonge and lips. m. 
about 195° (U.S.P. not below 185°). (a) D- 
72° in 2% aq. soln. pH: 4.5. One gram dis- 
solves in 0.4 ml. water; 3.2 ml. cold, 2 ml. 
hot alcohol; 12.5 ml. chloroform; also soluble 
in glycerol, acetone; insoluble in ether or oils. 
Avoid heat in preparing soln. as it decom- 
poses. 

Incompat. Calomel, mercuric oxide, silver 
nitrate, percipitants of alkaloids in general. 

Med. Use: Surface anesthetic only. Toxicity: 
Sudden death may result from larger doses 
or individual sensitivity. Severe effects have 
been reported from 20 mg. Caution: Causes 
true addiction. Not to be used internally or 
by injection. Dose: Cornea 1 to 4%. Nose and 
throat 10 to 20%. Narcotic. 

Vet. Use: Locally in minor surgery of eye, 
nose, throat skin, extremities. For epidural 
anesthesia in dystocia, uteral prolapse, surgery. 
As central stimulant in shock, collapse. As 





nerve block in diagnosis of lameness in horses. 
Orally in vomiting of dogs, cats. 

Grades available: U.S.P. 

The hydrochloride of the 2-dimethylamino- 
ethyl ester of p-butylaminobenzoic acid; Pon- 
tocaine Hydrochioride; Pantocaine; Ametho- 
caine Hydrochloride; Anethaine; Decicain; 
Butethanol. C.sH:,N:0.HCL; mol. wt. 300.82 
C 9.31%, H 8.04%, HCl 12.12% N 9.31%. 
Prepd. by . reacting . p-butylaminobenzoyl 
chloride with dimethylaminoethanol: U.S. pat. 
1,889,645 (1932). 

Faintly bitter crystals producing transient 
numbness of the tongue. m. 147-150°. Soluble 
in 7 parts water, in alcohol; insoluble in 
ether, benzene. The aq. soln. is neutral to lit- 
mus. Aq. solns. are stable and may be steri- 
lized by brief boiling. 

Grades available: U.S.P. 

Med. Use: 0.15 to 2% soln. for surface and 
prolonged spinal anesthesia, continuous caudal 
analgesia. Toxicity: Doses of 0.01 to 0.13 g 
have caused death in sensitive individuals. 
Clinical doses may cause cerebral stimulation. 
Barbiturates are used for the prevention and 
treatment of poisoning from local anesthetics 
and should be immediately available. 

Vet. Use: For surface anesthesia —Editor. 











“lhe Radiotome Surgery Unt 
RECOGNIZED AIDS IN GENERAL SURGICAL MANAGEMENT 


Indicated in: 


GENERAL SURGERY 
DERMATOLOGY 
GYNECOLOGY 
E.E.N.T. 
PROCTOLOGY 


A fully rectified and filtered three tube 
cutting and coagulation instrument, with 
facility for combining D'Arsonval Spark Gap 
coagulation or Oudin desiccation—A feature 
is the obtaining of various types of current 
by means of a dual-pedal footswitch, at the 
operator's immediate selection. 


Write for descriptive literature 


Outstanding in Performance 





ci 


RADIOTOME—Model STS 
Long Life — Portable 
For office or specific hospital use. 
(Other models available in 
various price ranges) 


COLES CORPORATION ttormeriy ELECTRONIC SURGICAL EQUIPMENT CO., INC.) 


3212 Market St. 


Philadelphia 4, Pa., U.S.A. 
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Furacin 


for example: 
IN SPRAYING 
PAINFUL LESIONS: 





Especially when occlusive or pressure 
dressings are impractical, as on burns of 

the face, neck and perineum, Furacin 
Solution is being applied with an atomizer 
and the area is left exposed. The application 
is painless — the stability of Furacin insures 
retention of antibacterial effectiveness — 

on evaporation of the water, a continuous, 
soft, flexible film remains — readily 
removable by irrigation with saline. 


Literature on request 
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Reasons for the clinical effectiveness of 
Furacin® include: a wide antibacterial | 
spectrum, including many gram-negative and | 
gram-positive organisms — effectiveness in 
the presence of wound exudates — lack of 
cytotoxicity: no interference with healing or 
phagocytosis — water-miscible vehicles which 
dissolve in exudates — low incidence of 
sensitization: less than 5% — ability to 
minimize malodor of infected lesions — 
stability. 

Furacin preparations contain Furacin 0.2% 
brand of nitrofurazone N.N.R. dissolved 

in water-miscible vehicles. 





CEP, 
ay 


‘ane 


S 
Tei 


s 


BALIN’ 
SOLUTION 


*iBp N, N R. 
‘AN +R. 
Satin g NO OF NiTROFURAZONE? 


mene G,~ 2 Nitrofurezene N,N. R, 0.3% PF 
a . 


° 





2m 
y - CAUTION 
Mong trengeh, on the Prescription of a 6h ; 
tiny Pater of 4nj.0% Silute with an equal volume & 
Ques "Literature available to 0” H 
The 

= ts * drug may cause sensitization 2 

‘ * should be discontinued. ’ 


= a discoloration without fet 
‘9 a dark place, 


Ay 
Orie 
oPica, 
= “NTIBACTERiaL PREPARATION 


S OW 










ysicia® 













t 
$ 

" 

Noe’ wee ut. 


EB ce 


The 
NITROFURANS 


onl | R 
ie) 


A unique class of 
antimicrobials 











Newer Medicinals 


Abboject Disposable Syringe, Abbot 
Laboratories, North Chicago, Ill. For re- 
pository penicillin therapy. Dose: As deter- 
mined by physician, for intramuscular use 
only. Sup: Abboject with penicillin-G pro- 
caine (aqueous suspension) 600,000 u., with 
or without needle. 


Analdin Tablets, Irwin, Neisler & Co., 
Decatur 16, Ill. For the relief of pain and 
the depression that intensifies pain. Dose: 
One to 2 tablets 4 times daily. In children 
over 12 years of age, > to | tablet 4 
times daily. Sup: In bottles of 100, 500 
and 1,000 tablets. 


Apamide, Ames Co., Inc., Elkhart, Ind. 
Analgesic-antipyretic. Dose: As determined 
by physician. Sup: In bottles of 100 tablets. 


Apromal, Ames Co., Inc., Elkhart, Ind. For 
non-narcotic, non-barbiturate sedation plus 
analgesic. Dose: As determined by physi- 
cian. Sup: In bottles of 100 tablets. 


Balarsen Tablets, Endo Products, Inc., 
Richmond Hill 18, N. Y. Arsenical for treat- 
ment of amebiasis. Dose: A person of 50 
kilos requires a maximum dose of 5 tablets 
daily for 5 days. Sup: In bottles of 25 and 
100 (100 mg.) tablets. 


Breonex-M, Geo. A. Breon & Co., New 
York 18, N. Y. In the presence of inade- 
quate dietary intake, increased metabolism 
occuring in prolonged fever and _ hyper- 
thyroidism, and when absorption or utiliza- 
tion is impaired by gastro-intestinal dys- 
function. Dose: For parenteral injection, as 
determined by physician. Sup: In combina- 
tion packages, each 10 cc. vial accompanied 
by 30 cc. of aqueous diluent. 


Cer-o-cillin Tablets, The Upjohn Co., 
Kalamazoo, Mich. For oral penicillin therapy 
particularly in patients who are sensitive to 
penicillin G. In treatment of infections 
caused by penicillin-susceptible organisms. 
Dose: For pneumococcic, sireptococcic and 
staphylococcic infections, initially 500,000 


units followed by 100,000 units every 3 
hours. In more severe infections parenteral 
penicillin O should be used. In acute gonor- 
rhea, 100,000 units every 3 hours 6 times 
daily for | or 2 days, or 500,000 units every 
6 hours for 3 doses is recommended. Sup: 
In bottles of 12 tablets. 


Chicoromycetin Solution, Parke, Davis 
& Co., Detroit 32, Mich. Antibiotic. Dose: 
As determined by physician, intravenous. 
Sup: 0.5 Gm. per 2 cc. ampul in boxes of 6. 


Cobroxin (Parenteral), Hynson, Wes?- 
cott & Dunning, Inc., Baltimore, Md. To re- 
lieve intractable pain, particularly in pa- 
tients with inoperable malignancy. Dose: 
Subcutaneously or intramuscularly when the 
severity of pain reaches a point requiring 
codeine. Sup: In I cc. ampuls. 


Combiotic Aqueous Suspension, 
Chas. Pfizer & Co., Brooklyn, N. Y. Penicil- 
lin and dihydrostreptomycin combination. 
Dose: As determined by physician. Sup: In 
vials, 5 dose, 'drain-clear,"’ 10 cc. and in 
the new "'Steraject" single dose disposable 
cartridge for use with the new ''Steraject" 


syringe. 
Covisten Tablets, Organon, Inc., 
Orange, N. J. A_ steroid-vitamin-mineral 


supplement, non-virilizing, for use by young 
and old. Dose: Adult, I-2 tablets once or 
twice daily; Children, 1/2 adult dose. Sup: 
In bottles of 100 and 1,000 tablets. 


Distrycillin A.S., &. R. Squibb & Sons, 


New York 22, N. Y. Penicillin-streptomycin 
combination indicated in cases of con- 
taminated wounds, peritonitis, mixed infec- 
tions of the respiratory or urinary tracts, 
selected cases of septicemia and subacute 
bacterial endocarditis, as a surgical pro- 
phylaxis, and in other conditions where 
potent, broad antibacterial activity is de- 
sired. Dose: As determined by physician. 
Sup: In single-dose (2 cc.) and five-dose 
(10 cc.) vials. 

—Concluded on page 34° 
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new, effective, faster, safer treatment 


anthoderm| 


cream; 





first and only topical therapy to contain panthenol 





*] 
CLINICALLY EFFECTIVE — new studies!,2 show that topical panthenol ; 
(analog of pantothenic acid) ‘‘favorably influenced the course of various * 
ulcerative and pyogenic dermatoses. A majority healed and many + 
showed various degrees of improvement.’’ Even long standing con- , 
ditions resistant to other therapy seem to respond to Panthoderm , 
Cream which... 5 


e relieves pain and itching 


¢ promotes granulation and healing 


PLEASANT TO APPLY — non-staining, smooth-spread- | 
ing; nontoxic, relatively non-sensitizing. 





2 oz. and 1 Ib jars 







Samples and reprints!.2 on request 


U. S. VITAMIN CORPORATION 


Casimir Funk Laboratories, Inc. (affiliate) 
250 East 43rd St., New York 17, N. Y. 








NEWER MEDICINALS 
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Felo'ral Capsules, Fellows Med. Mfg. 
Co., New York, N. Y. Chloral hydrate and 
naturally occuring belladonna alkaloids. In 
the management of restlessness and insom- 
nia, produced by spastic conditions of 
smooth muscles, mainly of the gastro-in- 
testinal tract, or where such spasms- occur 
as psychosomatic responses to pre-existing 
nervous tension or anxiety. Dose: Adults: 
One, 2 or 3 capsules with water, as indi- 
cated; Infants: Rectally, | or more capsules 
as required. Sup: In packages of 100 cap- 
sules. 


Gantrisin Pediatric Suspension, 
Hoffman-LaRoche, Inc., Nutley 10, N. J. 


For oral antibacterial therapy in children 
in tonsillitis, otitis media, pharyngitis, pneu- 
monia, acute skin infections, bronchitis, bac- 
terial diarrhea, and urinary infections. Dose: 
As determined by physician. Sup: In 4 oz. 
and 16 oz. bottles. 


Kaolose, Brewer & Co., Inc., Worcester, 
Mass. An intestinal regulator, in diarrhea 
and as a bulk laxative. Dose: As determined 
by physician. Sup: In 16 oz. bottles. 


Lactinex Tablets, Hynson, Westcott & 
Dunning, Inc., Baltimore 2, Md. For gastro- 
intestinal disturbances, particularly diarrhea, 
including those resulting from antibiotic 
therapy. Dose: Two to 4 tablets taken 3 to 
4 times daily with / glass of milk. Sup: In 
bottles. 


Milibis, Winthrop-Stearns, Inc., New York 18, 
N. Y. Now available in bottles of 500 tab- 
lets. In intestinal amebiasis. Dose: 0.5 Gm. 
3 times daily for 7 to I0 days. Sup: In 
bottles of 500 tablets (0.5 Gm. ea.). 


Neobacin Tablets, Commercial Solvents 
Corp., New York 16, N. Y. In intestinal 
amebiasis and specific dysenteries. Dose: 
One to 4 tablets. 4 times daily, depending 
on age of patient. Sup: In bottles of 30 
tabs. 


Neomycin 0.5 Gm. Tablets, The Upjohn 
Co., Kalamazoo, Mich. In preparing a pa- 
tient for gastrointestinal surgery, where it 
is important to include an agent which is 
capable of eliminating or suppressing the 
bacterial inhabitants of the bowel, as well as 
measures for emptying the bowel of its con- 
tents. Dose: A single dose of 60 cc. of 
castor oil is followed immediately by 2 
tablets. (1.0 Gm. of neomycin sulfate. This 
is followed by 2 tablets every hour for 4 
doses, then 2 tablets every 4 hours. Sup: In 
bottles of 20 tablets. 


Pentids Soluble Tablets, &. R. Squibb 
& Sons, New York 22, N. Y. Soluble peni- 


cillin tablets containing 200,000 units of 
penicillin G potassium. Dose: As determined 
by physician. Sup: In bottles of 12 and 100 
tablets. 


Phenergan Cream, Wyeth, Inc., Phila- 
delphia 2, Pa. In various itching skin dis- 
orders. Dose: As determined by physician. 
Sup: In 1.12 oz. tubes. 


Phenergan Lotion with Neocala- 


mine, Wyeth, Inc., Philadelphia 2, Pa. To 
stop the itching in many skin disorders. 
Dose: As determined by physician. Sup: In 
4 oz. bottles. 


Polysporin Ointment, Burroughs Well- 
come & Co., Inc., Tuckahoe 7, N. Y. Bac- 
tericidal and bacterostatic activity against 
all types of surface infections. Dose: As de- 
termined by physician. Sup: Now available 
in tubes of | oz. in addition to the 15 Gram 
and |/p oz. sizes already supplied. 


Quiess, 5S. F. Durst & Co., Inc., Philadelphia, 
Pa. Sedative. Dose: For sleep: | to 3 tab- 
lets /y hour before bedtime; for daytime 
sedation: | to 2 tablets once or twice daily. 
Sup: In bottles of 100, 500 and 1,000 
tablets. 


Seconesin, Crookes Laboratories, Inc., 
Mineola, N. Y. Relaxant-sedative contain- 
ing mephenesin and secobarbital. Dose: 
Usual dose is | tablet every 4 hours. Sup: 
In bottles of 50, 100 and 500 tablets. 


Talsigel, E. R. Squibb & Sons, New York 
22, N. Y. Enteric sulfonamide preparation 
in diarrheas of non-specific origin, in mild 
early bacillary dysentery, and the control 
of exacerbations of ulcerative colitis. Dose: 
Adults, 20 to 50 cc. daily; Infants and 
children under 40 Kg., | cc. daily per kilo- 
gram of body weight. Sup: In one pint 
bottles. 


Vesprin Tablets, £. R. Squibb & Sons, 
New York 22, N. Y. As an analgesic or 
antipyretic whenever ordinary aspirin is pre- 
scribed. Dose: As determined by physician. 
Sup: In bottles of 50 and 500 tablets. 


Vi-Aquamin, U. S. Vitamin Corp., New 
York 17, N. Y. A vitamin-mineral capsule 
in which the normally oil-soluble vitamins A, 
D and E are available in water-soluble form. 
Dose: Orally, one, two or more capsules 
daily as needed. Sup: In bottles of 50, 100 
and 1000 capsules. 
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the hemorrhoidal 
patient may sit, move 
L and walk in greater comfort 
as Desitin Hemorrhoidal Suppositories with 
Cod Liver Oil act promptly to... 
e relieve pain and itching 

@ minimize bleeding 
ao tnscti cpg y oreduce congestion 
pruritus ani, uncomplicated cryptitis, papil- e guard against trauma 


litis, and proctitis. 
@ promote healing by virtue of their con- 
tents of high grade crude Norwegian cod liver oil, rich 
Composition: crude in vitamins A and D and unsaturated fatty acids (in 


Norwegian cod liver oil, proper ratio for maximum efficacy). 
lanolin, zinc oxide, bis- 


muth subgallate, balsam 
peru, cocoa butter base. Sond {ou sa mples 


No narcotic or anes- 





| thetic drugs to mask 
eee ce DESITIN ciemicar company e 
positories. 70 Ship Street + Providence 2, R. I. 
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20% Dissolved 
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for 
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RELIEF 


Hemorrhoids @ After Hemorrhoidectomies 
Pruritus Ani et Vulvae @ Anal Fissures 


Anesthetic 





Americaine Topical 
Ointment relieves surface pain 
and itching quickly—sustains re- 
lief for hours. Also available: 
Americaine Topical Anesthetic 
Ointment with Chlorophyll and 
Americaine Liquid Topical Anes- 
thetic. 





CONTAINS: 


20% dissolved benzo- 


caine plus itt: Dy oeyrayye 

line benzoate in 

bland, or soluble 

a7 ib, wars TOPICAL ANESTHETIC 
OINTMENT 


Americaine Liquid 
4 oz. and 8 oz. hotties. 
Send for Samples and Literature 


ARNAR-STONE LABORATORIES, INC. 
(Formerly Named Americaine, Inc.) 
1316-AP Sherman Avenue Evanston, Illinois 
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MEMBERS OF THE INTERNATIONAL 
ACADEMY OF PROCTOLOGY 


May now order 


Christmas Gift 
Subscriptions 


for 
Hospital and Medical School 
and Society Libraries 
at $2.00 each 


This applies to gifts by members to 
medical libraries or associates. Sub- 
scriptions placed by hospitals, schools, 
or societies direct still require the full 
rate. 


Many of our hospitals and other insti- 
tutions do not have budgets large 
enough to subscribe to all of the good 
specialty journals. Therefore, this of- 
fers an excellent method by which 
thousands of physicians and medical 
students can have access to the journal. 
A letter announcing your gift will be 
sent by our Circulation Department. 


Orders should be addressed to the Cir- 
culation Department and enclose check 
for the number of subscriptions de- 
sired, as well as the name and address 
of the favored recipient. 
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